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Abstract
Background: The developmental period of youth is one of increased risk of mental
health issues. Young people most often go to their peers for help, and their help seeking
from professional mental health is low. Due to the social nature of help seeking and the
stigma surrounding mental health issues, it is imperative that barriers to youth seeking
mental health care are lowered and these changes also apply within a whole of school
and universal mental health promotion approach.
Aims: This study investigated the effectiveness of a school and community based
Forum Theatre, an interactive drama based approach, to engage adolescents in universal
mental health promotion to reduce stigma and increase help seeking.
Method: A mixed methods research strategy was used with 1024 adolescents (mean age
15.57 years) from 21 secondary schools in two regions in NSW, Australia. The study
employed a pre and post intervention, within-subjects design. The General Help
Seeking Questionnaire and other quantitative and qualitative approaches were used to
assess help seeking intentions and changes due to the intervention. Fifty eight
adolescents participated in focus groups, and 20 school staff were interviewed in groups
or individually, to explore qualitative factors involved in the intervention, and help
seeking facilitators. Verbatim transcripts were analysed in QSR Nvivo 11. Deductive
coding was also used to compare the responses to existing theories and factors related to
help seeking.
Results: Adolescents exposed to the intervention reported significant changes in help
seeking intentions. Qualitative analyses found the approach to be effective but with
potential for improvement. The main themes discussed were that the approach is: age
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appropriate; engaging and humorous; interactive thereby increasing attention, learning
and retention of knowledge and strategies; realistic and relevant, highlighting lived
experience and de-stigmatising mental health issues.
Discussion: This study demonstrated the effectiveness of Forum Theatre for breaking
down barriers to potential help seeking by adolescents. The benefits were reported to
have some enduring value, although future research may wish to add active debriefing
and follow up of issues at school to improve benefits. It was suggested that in future
where an increase is desired in a specific help seeking source this help seeking source
should be specifically targeted in the intervention. This included targeting help seeking
from mental health professionals and using the intervention to assist adolescents to
increase effective help seeking of their friends. It was found that directly targeting the
reduction of help negation may be of benefit using this approach. Adding lived
experience speakers following the intervention to further reduce stigma was suggested
as likely to be of benefit. Findings of the exploration of facilitators of help seeking were
mostly consistent with previous research. The findings confirmed the potential
effectiveness of Forum Theatre for increasing help seeking from professionals and
assisting adolescents to help friends and reduce help negation, particularly for
serious/life threatening mental health issues.
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Preamble
There is currently a strong focus on mental health and suicide prevention in the
Australian community, with youth mental health prevention and early intervention
being of particular importance. Many services have been rolled out in the last ten years
to assist with providing a wider range of services at the primary health and general
community level for both youth and adult populations (McGorry, 2007; Muir, Powell,
& McDermott, 2012). For those with more enduring and/or serious mental health issues
various psychosocial disability support and recovery services have been funded to assist
those affected to “live well” shifting the focus from primarily treatment based services
(NSW Mental Health Commission, 2014).
Mental health related disability is one of the biggest disabling factors in young
people (Gore et al., 2011) and suicide is the leading cause of death in people under 25
(Australian Institute of Health and Welfare, 2017). Adolescence and the early years of
adulthood are a critical and vulnerable developmental stage where the building blocks
of a person’s future life are laid (Breslau, Lane, Sampson, & Kessler, 2008; Ettner,
Frank, & Kessler, 1997; Kessler et al., 1997; Kessler & Frank, 1997). The highest
incidences of mental disorders are found in the 16-24 year old age group and the
prognosis is poorer for adults whose mental health issues commenced in adolescence
(Australian Bureau of Statistics, 2007; Paus, Keshavan, & Giedd, 2008; T. Slade et al.,
2009). However, young people and particularly those most in need of assistance with
their mental health are the least likely to seek help (Ciarrochi, Deane, Wilson, &
Rickwood, 2002; Deane, Wilson, & Ciarrochi, 2001).
The author of this thesis has spent the last 22 years working primarily in public
mental health services, specialising in working with young people with either emerging
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or established complex mental health issues. It has been noted by the author during this
time that many young people who present to services with serious mental health issues
have had little or no previous contact with treatment providers despite having had a
clear need. This is also supported by the research findings (McGorry, 2011;
Schimmelmann et al., 2008).
Alongside this work the author has been approached on many occasions to
provide mental health promotion activities in schools and alternate education settings.
Few evidence based programs were available to guide this process. Often the requests
were for a guest speaker to talk to large groups of young people as the schools
recognised that universal mental health promotion is important. Without an active
evaluation/research program of the results it was impossible to determine the actual
results of these efforts, however, most often the results appeared less than satisfactory.
One of the primary factors that appeared to create poor results was a lack of
engagement. The author perceived this to be the result of adolescents generally not
engaging well with having information presented to them by adults, in particular a
highly stigmatised topic like mental health. The author noted that most often the young
people were not engaged and simply not listening, or alternatively, actively disruptive,
particularly when in large groups. The author did, however, note that interactive and
creative methods appeared to be the most engaging, but were difficult to implement
with large groups.
Therefore, the discovery of Mind Blank Inc. and their plans to utilise Forum
Theatre to engage young people in mental health promotion was welcomed by the
author. Mind Blank Inc. is a not-for profit organisation that uses interactive theatre to
promote mental health and reduce the risk of suicide. In particular they focus on
working with communities and schools to promote wellbeing in young people. Mind
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Blank Inc. aims to increase audience members’ knowledge of self-care, help-seeking,
knowledge of how to support individuals during times of crisis and knowledge of
important pathways to promote emotional and mental wellness. An active evaluation of
the results, and factors involved in the process of the intervention, was deemed by both
the author and Mind Blank Inc. to be appropriate and indeed imperative. Along with this
it was deemed appropriate to further explore the factors related to facilitation of help
seeking by adolescents as these were quite under researched. These two related areas are
the focus of this thesis.
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Chapter 1: Introduction
This thesis concerns evaluating an approach to improve help seeking by young
people. This chapter reviews the evidence relating to:
 the importance of early intervention, promotion and prevention in mental
health;
 the evidence relating to the dynamics and theories of youth help seeking;


the current approaches to mental health promotion and prevention, suicide
prevention, and drug and alcohol initiation prevention;

 the existing evidence for drama based approaches to mental health promotion;
and the reasoning for using drama based approaches and in particular the Forum
Theatre approach being evaluated in this thesis.

The literature search strategy for this thesis was initially very wide, especially due to the
cross-discipline nature of the research involving an Applied Theatre technique and the
need to apply both drama theory and psychological theory to the investigation of this.
This combined with the wide ranging topics involved in early intervention, youth
mental health promotion, health behaviour change, youth suicide prevention and drug
and alcohol use initiation prevention meant that the literature search strategy was very
varied. Links were made between the various research areas and from various articles,
documents, websites, books etc. to further literature searches. The author also contacted
various originators of arts and mental health projects to further ascertain the scope of
work already undertaken in the area of drama and mental health. Research and
documents that dealt specifically with youth/adolescence were preferenced for
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inclusion, as were articles that dealt specifically with mental health and drama. Applied
theatre research is extensive and deals with a range of social issues that are known
social determinants of health. However, much of this was not included as the scope of
this research is so broad. Applied theatre that dealt specifically with mental health
promotion and prevention was included. Due to cultural norms and systems being a
large determinant of mental health help seeking and the fact that there is a good body of
Australian youth mental health help-seeking research, this was preferenced for inclusion
compared to international research.
Literature searches were conducted including the following search terms in various
databases and Google searches:
- Background on youth mental health and early intervention.
- Help seeking- adolescents, young people, help seeking theories.
-Mental Health Promotion adolescents/young people.
-Mental Health Literacy.
-Stigma reduction/mental health- adolescents/young people.
-Health Promotion.
-Health behaviour change theories.
-Youth suicide prevention.
-Drug and alcohol initiation prevention- youth,
-Resilience.
-Drama/theatre/arts and mental health, young people/adolescents.
-Augusto Boal.
-Forum Theatre.
-Applied Theatre/mental health.
-Psychodrama/Sociodrama.
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-Role play/mental health.
-Social Psychology and mental health.
-Social Learning Theory.
-Drama Therapy.
-Social determinants of health/mental health.
-School Mental Health Promotion.

1.1 Importance of Early Intervention, Promotion & Prevention
1.1.1

Youth mental health and illness.

The impact of mental health problems on a young person’s life during a
developmental period can be many and varied. Adolescence and young adulthood is a
time of wide ranging life role changes, and development of personal and social identity.
Difficulties during this time range from poor educational achievement (Breslau, Lane,
Sampson, & Kessler, 2008), higher rates of teenage parenthood (Kessler et al., 1997),
reduced employment (Kessler & Frank, 1997), reduced income (Ettner, Frank, &
Kessler, 1997), and occupational impairment in employed people (Kessler & Frank,
1997).
Epidemiological datum also tells us that the lifetime prevalence of mental disorder
is high, with many mental disorders primarily developing in the adolescent or young
adulthood group. The Australian National Survey of Mental Health and Wellbeing
(2007) found that the prevalence of mental disorders declines with age, with the
youngest age group in this survey (16-24 years) having a 26.4% prevalence, compared to
5.9% in the 75-85 year old age group (Australian Bureau of Statistics, 2007; T. Sladeet
al., 2009). A separate survey of Australian children and adolescents was conducted in
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1998. This survey found that 14% of young people between 4-17 years were reported to
have a mental health problem of some sort as measured by the Child Behaviour
Checklist (CBCL). However, this report concedes that this figure is likely to be an
underestimate due to the methodological limitation of only surveying parents for the
under 13 year olds and not teachers and the children themselves. The limited scope of
the interview is also likely to have distorted the prevalence rates as only a few disorders
were included in the study (Sawyer et al., 2000). The onset of psychosis is generally
found to be primarily within the adolescence to early adulthood period (Amminger et al.,
2011; Häfner et al., 1998). The majority of schizophrenia sufferers have their onset
before the age of 25 years (70% of males and 60% of females) with females consistently
having an age of onset 3-4 years older than males (Häfner, 2003; Häfner et al., 1998;
Jablensky et al., 1999). It has been found that earlier onset of schizophrenia is associated
with having a family history of psychosis (Esterberg, Trotman, Holtzman, Compton, &
Walker, 2010), and cannabis use (2.7 years earlier than non-users) (Large, Sharma,
Compton, Slade, & Nielssen, 2011), Heavy cannabis use in adolescence has been
implicated in a greater risk of psychotic episodes (Kuepper et al., 2011). Rutter, KimCohen, & Maughan (2006) found that self-reported positive symptoms of psychosis in
11 year olds greatly increased the risk of developing schizophrenia spectrum disorders
by age 26.
In terms of substance use disorders, international studies have shown that alcohol
and cannabis use are the most prevalent in adolescence with alcohol generally beginning
to pick up prevalence of use at age 11, with a peak at 16- 19 years. Cannabis use has a
briefer period of onset with a rapid increase in first use from mid to late adolescence,
and a rapid decrease of first use after 16-19 years, except in a few countries. Other drugs
have been found to have a longer onset period, with fewer onsets of use in adolescence
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and typically having new onsets occurring into middle adulthood. The peak age of
initiation of drugs other than alcohol and cannabis is 18 years (Degenhardt et al., 2008;
Vega et al., 2002).
Alarmingly much research has shown that having an earlier onset of mental
disorders is correlated to a higher severity of mental disorder, a more enduring course of
disorder, greater associated level of disability (Pauset al., 2008), and a longer delay in
treatment (Behrendt, Wittchen, Höfler, Lieb, & Beesdo, 2009; Bromet et al., 2011;
Essau, Lewinsohn, Seeley, & Sasagawa, 2010; Hamshere et al., 2009; Korczak &
Goldstein, 2009; Perlis et al., 2009; Rockhill et al., 2010; E. P. Slade et al., 2008). It has
been found that most mental disorders begin in adolescence or early adulthood and
account for the biggest proportion of disability adjusted life years (DALY’s) in the 1024 years age group. The WHO 2004 Global Burden of Disease data shows that
neuropsychiatric disorders account for 45% of DALY’s in this age group, with alcohol
being the biggest risk factor at 7 % (Goreet al., 2011).
1.1.2

Youth suicide.

Prevalence of suicide and youth suicide behaviours.
Youth Suicide has been the focus of much attention in Australia over recent
decades. The National Youth Suicide Prevention Strategy ran from 1995 to 1999
(Morrell, Page, & Taylor, 2007) and included a review of the then current research
knowledge and research gaps, funding for youth suicide research, and funding of
services and projects aimed at reducing the incidence of youth suicide (Department of
Health and Aged Care, 1999; Martin, 2007).
Prevalence rates, age and gender differences.
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Over the time period from 1881 to 1995, other than a spike during the 1920’s
Depression and another in the early to mid-1960’s (likely related to the prescription of
barbiturates), Australian suicide rates have remained relatively stable (Oliver & Hetzel,
1973 and Baume et al., 1997, as cited in (Department of Health and Aged Care, 1999).
However, in the time period from 1965 to 2006, Australia Bureau of Statistics data has
shown that Australia’s general suicide mortality rate has decreased, particularly for
females and young people from 15-24 years. The suicide rate for this age group has
more than halved in this time period (Harrison, Abou Elnour, & Pointer, 2009).
Suicide mortality rates are very different across the genders with males generally
being at least 4 times more likely to die from suicide than females (Harrisonet al.,
2009).The notable exception to the dramatic decrease in suicide in Australia in the time
period from 1960’s to 1997-1998 is in young males. Male youth suicide steadily
increased during this time period, however, this trend has since reversed (Department of
Health and Aged Care, 1999; Harrisonet al., 2009).
The Child and Adolescent component of the National Survey of Mental Health
and Wellbeing was conducted in 1998. This study utilised self-report data and found that
the 12-month prevalence of serious suicidal ideation was 12% overall, 10.2% for males
and 13.8% for females. The 12-month prevalence of adolescents who had made a plan to
attempt suicide was 8.9% overall, 7.4% for males and 10.5% for females. 4.2% of
adolescents indicated that they had made a suicide attempt in the last 12 months, with
fewer males making attempts (2.7%) than females (5.7%). However, the numbers of
males requiring medical or nursing treatment was greater at 1.2% than females at only
0.5%. It seems that although females have higher rates of suicidal ideation, plans and
attempts, males complete suicide more often. It has been suggested that although male
attempts are less frequent, they tend to use more violent methods as opposed to females
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who use methods such drug overdoses. There is also evidence that female suicides are
likely to be underreported, due to the difficulties of determining whether an overdose
has been accidental or suicidal. This survey also found that adolescents with more
reported emotional and behavioural problems had a higher prevalence of suicidal
ideation and behaviour (Sawyeret al., 2000). Taken together both suicide mortality data
and suicide attempt data seem to suggest that the overall rates of suicidal behaviour of
male and female youth in Australia are approximately equal (Department of Health and
Aged Care, 1999).
In 2013-2014 a sample of Australian adolescents (2655 participants aged
between 12 and 17 years) were recruited for the second Australian Child and Adolescent
Survey of Mental Health and Wellbeing. This study showed that in any 12 month period
approximately 2.4% or 41,400 adolescents in Australia would have attempted suicide
and that 7.5% state that they have suicidal ideation, with 5.2% making a plan to carry
out a suicide attempt. However, only 0.6% received medical treatment for suicide
attempts. Having a mental health issue showed the biggest significant association with
suicidal behaviour both within a 12-month period and over a lifetime. Suicidal
behaviours were found to be higher among 16 and 17 year olds than 12 to 15 year olds.
Females were found to have significantly more suicide attempts, plans and ideation than
males, and this was consistent across both age groups (12-15 years and 16-17 years).
Having a sole parent, low family income and having poor family functioning were also
significantly associated with increased risk of suicidal ideation and behaviour (Zubrick
et al., 2016).
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1.1.3

Resilience, risk and protective factors.

Although major life adversity, especially childhood trauma, can affect brain
function and greatly increase lifetime rates of mental disorder, it is also true that many
individuals who experience significant adversity do not go on to develop mental
disorders, and this has prompted the multidisciplinary study of resilience. Resilience
generally refers to positive adaptation to negative life events, and the ability to maintain
mental health or “bounce back” from adversity. Resilience is characterised by a
complex interplay of various risk and protective factors, operating across individual,
social and contextual levels, including an individual’s family, culture and community,
and across time. Individual level factors that promote resilience include certain
personality traits, an internal locus of control, self-efficacy, self-esteem, optimism,
biological factors and genetic factors. Individual factors affect resilience in a complex
interplay with a variety of social and environmental influences. Examples include
secure attachment to early caregivers and social support, and macrosystemic level
factors such as cultural and spiritual or religious factors and a well-resourced and nonviolent community (Herrman et al., 2011). For example, being of a low socioeconomic
status and living in poverty have been found to be related to a wide range of mental
disorders (Holzer et al., 1986; Lund et al., 2011; Saraceno, Levav, & Kohn, 2005). In
contrast, protective factors are usually the flip side of the risk factors and factors that
build individual health, wellbeing and resilience (Australian Government Department of
Health and Ageing, 2007).
Individual level risk factors include being male, mental health issues, poor
mobility, addictions such as gambling and drug and alcohol problems, trauma including
sexual abuse, chronic medical issues or pain, poor self-esteem, perceived lack of control
of life circumstances, poor sense of life purpose and meaning, reduced life skills for
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coping, feelings of hopelessness, guilt and shame. Social risk factors include abuse and
violence, family and peer relationship conflict and difficulties, grief and relationship
separation, leading to social isolation, incarceration, reduced skills in communication
and familial history of suicide or mental illness. Contextual risk factors include crime
and violence in the community, financial insecurity including unemployment and
poverty, being homeless, low school success, discrimination, general environmental
stress exposure and poor access to support services (Central Coast NSW Coroner’s
Database 1999-2005 as cited in (Australian Government Department of Health and
Ageing, 2007).
Adolescents are particularly influenced by their social and family context. For
example, higher levels of parent-family and school connectedness have been associated
with lower levels of emotional distress, suicidality, and less frequent use of alcohol and
cannabis. Having a recent family history of suicidality was associated with a higher
adolescent incidence of suicidality. Similarly, easy household access to alcohol and
cannabis was found to be associated with increased use of these substances (Resnick et
al., 1997).
An important issue to consider here regarding the various factors noted above, is
that although important they are likely to be, these factors are multi-faceted and interact
with each other in various ways. For example, it is often difficult to determine whether
social factors are causal factors or the results of poor mental health affecting such things
as social and occupational functioning.
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1.1.4

Prevention and early intervention in youth mental health.

The evidence suggests that the majority of mental illness in the Australian
population has its initial onset or causal factors in the childhood, adolescence or young
adulthood of those who go on to develop a diagnosable mental disorder.
There is much discussion and work being undertaken in the Australian
community regarding the importance of mental health and in particular youth mental
health. The Australian Federal Government has been active over several years in
increasing the availability of mental health care, particularly in generalised primary care
initiatives like the Medicare Australia’s Better Access to Mental Health Care initiative,
and youth specific primary health care initiatives such as Headspace (McGorry, 2007;
Muiret al., 2012) and the roll out of early psychosis programs across Australia in the
form of funding existing services to deliver the Melbourne based Early Psychosis
Prevention and Intervention Centre (EPPIC) model of care. The EPPIC model also
incorporates the Personal Assessment and Crisis Evaluation (PACE) clinic, which is
aimed at the prevention and delay of first episode psychosis by identifying and
intervening in the At Risk Mental State (ARMS) (or putative prodrome) stage of possible
emerging psychosis. There are also many other programs at Orygen Youth Health
dealing with a large array of different disorders and service approaches, and also
encompassing a significant research and evaluation strategy (Purcell et al., 2011). A
number of specialist youth mental health initiatives have also arisen in various other
states of Australia. For example, Y Central was initially developed as a pilot project for
the roll out of specific youth mental health services which are funded by the NSW
Ministry of Health. This program allowed for the development of a series of principles
for youth mental health services that have been implemented in various formats across
NSW. These principles encompass commitment to a promotion and prevention
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framework for mental health; improving early access; promoting best practice youth
mental health clinical services; sustainable clinical governance of youth mental health;
developing effective strategic partnerships; focus on recovery and hope; targeting
primary youth mental health; improving participation of young people, families and
carers; developing a youth mental health workforce; ensuring evaluation and quality
innovation in youth mental health (Northern Sydney Central Coast Health, 2007).
There is wide acknowledgement that the integrated Youth Mental Health model
is important for the mental health treatment of young people, due to the peak of onset,
incidence and disease burden of mental disorders being in the 14-24 year age group.
Such models also allow for the development of stage of illness specific treatments and
interventions and are specifically designed to be more youth friendly, lower in stigma
and more able to cater for the particular help seeking styles of young people, than
mainstream mental health services (McGorry, 2010).
The development of early intervention practises and protocols in early psychosis
is important to consider as much of the early identification and intervention work has
focussed on this area. Due to the often disabling nature of psychotic illness early
intervention is particularly important, despite the relatively low incidence of these
disorders in the general population (McGorry, 2011). Early detection efforts have been
shown to reduce the duration of untreated psychosis (DUP), which is associated with
reduced symptoms, reduced disability, and improved functional recovery of the effected
individuals (Larsen et al., 2011; Marshall et al., 2005; Schimmelmannet al., 2008). This
is likely to be due to the “critical period” (Birchwood, Todd, & Jackson, 1998) in the
first 5 years of a psychotic illness that is widely considered to exist, in which the
majority of disability develops. Intervention in this early stage or the preceding At Risk
Mental State (ARMS) (or putative prodrome) stage is likely to yield better longer term
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functional outcomes for the young person and enable early engagement with services,
which may serve to ensure that less risky and less traumatising forms of treatment are
utilised (McGorry, 2010, 2011).
There is evidence that the development of a psychotic episode can be prevented
or delayed for some people by the early detection and treatment of an ARMS (McGorry
et al., 2002; Morrison et al., 2004). There is also evidence to suggest that the ARMS
does not exclusively identify emerging psychosis, but that other diagnosable disorders
more commonly emerge, so the ARMS may actually represent the proposed generic risk
syndrome, rather than exclusively predicting the emergence of psychosis (McGorry,
2010, 2011).
The treatments that have an evidence base for utilisation with ARMS are quite
generic and low-risk treatments such as CBT, supportive counselling or social
interaction (Early Psychosis Guidelines Writing Group and EPPIC National Support
Program, 2016). Thus, McGorry (2010) states that the threshold for care should be based
on much more generic criteria rather than specific diagnoses or specific sub-threshold
phenotypes. These criteria should include such factors as level of distress, risk to
relationships and functioning, and the duration and persistence of distress and functional
decline.
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1.2 Youth Help Seeking

1.2.1

How do young people seek help for mental health problems?

Help seeking is variably and inconsistently defined in the literature. One
comprehensive definition of youth help seeking was proffered in a World Health
Organisation study.
Any action or activity carried out by an adolescent who perceives herself/himself
as needing personal, psychological, affective assistance or health or social
services, with the purpose of meeting this need in a positive way. This includes
seeking help from formal services—for example, clinic services, counsellors,
psychologists, medical staff, traditional healers, religious leaders or youth
programmes—as well as informal sources, which includes peer groups and friends,
family members or kinship groups and/or other adults in the community. The
“help” provided might consist of a service (e.g. a medical consultation, clinical
care, medical treatment or a counselling session), a referral for a service provided
elsewhere or for follow-up care or talking to another person informally about the
need in question. We emphasize addressing the need in a positive way to
distinguish help seeking behaviour from behaviour such as association with antisocial peers, or substance use in a group setting, which a young person might
define as help seeking or coping, but which would not be considered positive from
a health and well-being perspective. (Barker, 2007 as quoted in (Barker, 2007 as
quoted in Rickwood, Thomas, & Bradford, 2012, p.21).
Despite high rates of mental health problems and the importance of early
intervention, a large proportion of young people with mental disorders significantly
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delay or do not seek help at all. When they do, informal sources of help are the most
utilised. When young people seek professional mental health care, this is generally
facilitated by their informal support systems (Rickwood, Deane, Wilson, & Ciarrochi,
2005). The Mental Health of Australians 2: Report on the 2007 National Survey of
Mental Health and Wellbeing (T. Slade et al., 2009) found that the biggest gap between
incidence of mental disorders and help seeking for these in any age group is in the 16-24
year old age group.
The National Survey of Mental Health Literacy and Stigma (Reavley & Jorm,
2011) presented young people with a series of vignettes describing a wide variety of
mental disorders, and asked where they would source assistance if they had a similar
problem. The young people were most likely to state that they would go to a GP but
when the family member categories were combined the informal help seeking options
were most common. Additionally, when young people were asked what source of help
would be most useful they most commonly nominated close friends. It is concerning that
a significant minority (40%) of young people thought that it would not be harmful for
the young person in the vignette that they were presented to deal with the problem alone.
Many barriers to young people seeking help for mental health issues have been
identified such as (a) stigma and embarrassment; (b) poor mental health literacy (not
recognising mental health problems, not knowing how to name and express feelings and
problems); (c) a preference for self-reliance and peer support; (d) stoicism; (e) male
gender; (f) age and developmental factors; (g) distrust in the effectiveness of
professional mental health-care, including a lack of knowledge of the process of
consulting mental health professionals; and (h) misinformation about or distrust in the
confidentiality of mental health professionals (Ciarrochiet al., 2002; Cohen, Medlow,
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Kelk, & Hickie, 2009; Gulliver, Griffiths, & Christensen, 2010; Jackson et al., 2007;
Rickwoodet al., 2005; Rughani, Deane, & Wilson, 2011).
Help negation, especially related to suicidality, is of utmost concern. Research
regarding help negation is in its early stages but to date it has been found that the process
of help negation is complex and multi-faceted. Some factors that appear to play a part in,
but do not fully explain help negation are hopelessness, lack of previous help seeking
experience, perceptions of previous help seeking experiences as being unhelpful and comorbidity of psychological symptoms. Belief based barriers, including that people
should solve their own problems and that professional mental health care is not helpful,
have also been found to be important in help negation (Han, Batterham, Calear, &
Randall, 2018; Rughani, et al., 2011; Wilson & Deane, 2010a, 2010b).
It has been found that there was a strong negative relationship between suicidal
ideation and help seeking intentions. As suicidality increased, the likelihood of help
seeking dramatically decreased and this relationship was not sufficiently explained by
hopelessness or prior help seeking experience (Deane, et al., 2001; Han, et al., 2018)
Social problem-solving orientation has also been considered as a possible factor in help
negation in suicidal non-clinical populations, with cognitive distortion, cognitive rigidity
and deficits in generating effective detailed solutions being characteristic of many
studies of adolescent suicidal ideation (Deane, et al., 2001).
Facilitators of help seeking are often the flip side of the above barriers, however,
facilitators are relatively under researched (Gulliver, et al., 2010). Facilitators that have
been identified are social norms that are positive towards help seeking, practical
assistance and support for help seeking, including effective gatekeepers who assist
young people to navigate the help seeking process and positive past experiences with
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service providers. Young people state that their relationship with, and trust in, mental
health service providers is of the utmost importance, and various factors have been noted
to assist with this, such as feeling like they are being taken seriously, less formality in
the relationship, informal options for contact, less formal office spaces and outreach
services (Cohen, et al., 2009; Gulliver, et al., 2010; Jackson, et al., 2007; Rickwood, et
al., 2005).
1.2.2

Theories relevant to youth mental health help seeking.

Theories of help seeking.
Rickwoodet al.(2005) conceptualised the process of general help seeking for
mental health issues in youth as being an intensely personal, yet social transaction. They
conceptualised the help seeking process as beginning with an awareness and appraisal of
the problem at hand which then needs to be expressed by the individual in words that
can be understood by others and that they are willing to disclose. This process also
depends on the availability of appropriate help sources and the individual’s willingness
to disclose the problem to these help sources. This was conceptualised as a 4 step
process as per the below flow chart (Figure 1) taken from Rickwoodet al. (2005).

awareness
and

appraisal of
problems



expression
of
symptoms
and need for
support



availability
of sources
of help



willingness
to seek out
and disclose
to sources

Figure 1. Theory of general help seeking for youth mental health problems (Rickwoodet
al., 2005, p.8)
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Saunders and Bowersox (2007) have expanded this process outlining a seven
step model of professional mental health help seeking based on a review of the available
evidence, placing the various known barriers and facilitators within each step. The steps
are outlined in Figure 2 which has been devised from information from Saunders and
Bowersox (2007). The steps are problem recognition, deciding the problem is mental
health related, realising change is necessary, efforts at self-help, deciding professional
help is necessary to achieve change, deciding to seek professional help and actually
seeking professional help (making and attending an appointment). Social support and
stigma (self and societal) are seen to be important across the various steps, with varying
effects across the individual’s help seeking journey. Additionally, social support can be
either a facilitator or barrier to help seeking, dependent on the attitudes within the
individual’s particular social system.
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Figure 2. Steps in seeking treatment for mental health problems and influence of social
network [adapted from Saunders & Bowersox, 2007, p.102]
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Theory of planned behaviour.
Research studies on help seeking for mental health problems in young people and
the theory of planned behaviour (Ajzen, 1991), suggest that the likelihood of positive
help seeking behaviours is under the control of a number of factors, including attitudes
and stigma towards mental illness and help seeking, quality of social supports,
social/subjective norms, perceived behavioural control, behavioural intentions and actual
behavioural control.
The theory of planned behaviour deals with how human behaviour is guided by a
person’s beliefs about the outcome of behaviours (behavioural beliefs), what a person
perceives are others’ beliefs about the behaviour (normative beliefs) plus their
motivation to conform to these expectations, and a person’s beliefs about facilitators or
barriers to performance of the behaviour (control beliefs). This theory posits that these
beliefs lead to attitudes towards behaviours, which in turn form the intention about
whether to perform the behaviour (Ajzen, 1991).
Behavioural beliefs lead more specifically to an individual’s attitude toward the
behaviour. Normative beliefs lead to the subjective norm which is the individual’s
perception of what the cultural, social norms are regarding the behaviour. Control beliefs
lead to the individual’s perceived behavioural control which is in turn also influenced by
the actual behavioural control that the individual can exert on the behaviour. The
pathway from intention to actual performance of the behaviour is also influenced by the
actual behavioural control that an individual can exert on the behaviour (Ajzen, 1991).
Social cognitive/learning theory.
Bandura’s Social Cognitive Theory (Bandura, 1986) proposes that learning occurs
within a social context via modelling and observational learning. People, particularly
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children and adolescents, learn from the environment and are influenced by models of
behaviour displayed by others. This occurs particularly via observation and imitation of
these models. Behaviours are also influenced by observed or experienced consequences
of behaviour such as positive or negative outcomes or experiencing rewards or
punishments for behaviours.
Models of behaviour can take various forms such as live models where an actual
person demonstrates the behaviour. Verbal instruction is also one form of modelling,
where a detailed description of the desired behaviour is given, along with instructions
about how to perform the behaviour. Symbolic representation of behaviours also plays a
part in the modelling of social behaviour, such as via media such as movies, television
etc. (Bandura, 1986).
Reciprocal determinism is another important concept from social learning theory.
This concept states that the environment shapes an individual’s behaviour and the
cognitive/ other personal characteristics, which in turn also influence the environment.
Bandura states that this interaction occurs in a triadic reciprocality of causation with
each of these 3 sets of factors interacting in different ways and in different strengths
across different activities, individuals and circumstances (Bandura, 1986).
Bandura (1986) characterises the process of modelling as consisting of several steps:


Attention: the modelled behaviour must be attended to by the individual.



Retention: To learn and reproduce the behaviour the individual must retain the
details of the behaviour.



Production: Learners must first organise the aspects of the modelled behaviour
in a cognitive conception of the behaviour. The behaviour then needs to be
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reproduced approximately. Feedback from both self-observation and from others
about performance, along with further practice of the behaviour then further
shapes the behaviour to more closely match the cognitive conception of the
behaviour.


Motivation: The individual needs to have a motivating factor/s to perform the
behaviour, as without this no matter how well the behaviour is learnt, it will not
be enacted.
Mentalization as a problem solving asset in youth.
The approach to social cognition called mentalization is useful in understanding

the interplay of brain development, social development and mental health problems in
young people (Fonagy, Bateman, & Bateman, 2011). Mentalization is defined as the
“capacity to attend to intentional mental states in self and others and to interpret
behaviour accordingly” (Groat & Allen, 2011, p. 316). Mentalization is important for
social functioning because it assists the ability to influence the thoughts, feelings and
motivations of self and other (Groat & Allen, 2011).
Mentalization capacity develops rapidly and concomitant to brain maturation up
until the age of 4 or 5 years then slows again until the adolescent period where extensive
brain maturation again relates to a period of rapid increase in mentalization capacity
(Blakemore, 2012). The development of successful mentalization is facilitated by
appropriate mirroring of the child’s mental states by a care giver and additionally in
adolescence by other social agents, leading to the creation of symbolic representations of
emotional experience in the young person’s mind (Fonagyet al., 2011).
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The capacity to mentalize is encouraged by a feeling of social safeness and
inhibited by a socially unsafe environment, which activates the sympathetic nervous
system, resulting in a fight or flight reaction (Liotti & Gilbert, 2011; Twemlow, Fonagy,
& Sacco, 2005). High arousal tends to lead to enacting rather than symbolic
representation of mental states, which can have a destructive effect on the young
person’s social systems and mental health (Twemlowet al., 2005).
Interventions that aim to maximise mentalizing focus on creating safe, reflective
and creative spaces to allow the participants to learn experientially and embrace selfagency, and the ability to take alternate perspectives, including the perspectives of others
(Groat & Allen, 2011; Twemlowet al., 2005).

1.3 Current Approaches to Mental Health Promotion and Suicide Prevention
1.3.1

Health promotion.

Health promotion is concerned with the improvement of health by ensuring that
individuals and the community have access to the resources and information that they
need to make informed decisions about health and wellbeing. The definition of health
used in health promotion is that of a positive concept related to a lack of disease and
injuries, and positive, successful functioning which allows individuals and the
community to function at an optimal level and experience a sense of wellbeing, personal
satisfaction and meaning. In practise, health promotion seeks to prevent unhealthy
behaviour and promote good physical, mental and social health and wellbeing (Joronen,
Rankin, & Åstedt-Kurki, 2008).
The Ottawa Charter is a useful framework within which to consider the various
social determinants of mental health and mental health promotion activities that can be
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utilised to improve the mental health and wellbeing of young people. The Ottawa
Charter discusses the importance of 5 key Platforms for health promotion - Building
Healthy Public Policy, Create Supportive Environments, Strengthen Community
Actions, Develop Personal Skills and Reorient Health Services. These platforms for
health promotion are useful as spring boards for a variety of individual, social and
contextual level interventions (World Health Organization, 1986).
There are many factors that are routinely targeted in universal mental health
promotion programs, and many programs seek to impact two or more of these.
1.3.2

Improving mental health literacy and service knowledge.

It is assumed that improving mental health literacy may improve the outcomes for
young people with mental health problems due to potentially increased early
identification and treatment (Anderson & Pierce, 2012). Few interventions that target
mental health literacy have been evaluated and evaluated well, and the evidence is
generally inconclusive regarding whether mental health literacy gains lead to improved
help seeking. Efforts to increase mental health literacy focus on four main areas such as
whole of community campaigns, community campaigns that target youth specifically,
school based interventions and gate keeper training such as Mental Health First Aid
(Kelly, Jorm, & Wright, 2007; Kitchener & Jorm, 2006). Beyond Blue and Youth
Beyond Blue are examples of whole of community campaigns that target mental health
literacy, and it has been found that in those states of Australia where Beyond Blue is
most active, there is a reasonable awareness among young people regarding this
initiative which is associated with better mental health literacy regarding depression,
however, the awareness was incomplete with a majority of young people not recalling
Beyond Blue without prompting (Jorm, 2009; A. Morgan & Jorm, 2007). Upon its
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inception Headspace embarked on a significant media campaign and in 2009 (3 years
after its inception) very few young people were able to spontaneously recall Headspace,
although recognition of the service when prompted was somewhat better. It was noted
that in areas where Headspace centres were in operation recall (but not recognition) of
Headspace was better (Jorm, 2009).
1.3.3

Stigma reduction.

Interventions that target the reduction of stigma towards mental health issues have
dealt with interventions in the three domains of (1) education, for example, in debunking
common myths around mental illnesses, (2) interpersonal contact with people with
mental illnesses and (3) social activism and protest. A meta-analysis has found no
effects of social activism and protest, however, it was noted that this type of intervention
is under-researched and may be important in terms of suppressing stigma promoting
behaviours, including within the media, even if they fail to change attitudes as such.
When considering studies that focussed on adolescents it was found that both
interpersonal contact and education significantly reduced stigma overall, including
measures of attitudes and behavioural intentions. However, in adolescents, education
yielded better effects on attitudes than did contact. When contact approaches were used
with adolescents, in person contact had better results than video-taped contact (Corrigan,
Morris, Michaels, Rafacz, & Rüsch, 2012).
A narrative review of various systematic reviews and primary data was conducted
regarding the evidence for effectiveness of stigma reduction interventions for mental
health related stigma (Thornicroft et al., 2016). Due to the substantial methodological
differences between studies meta-analysis was not conducted. This review found that
there are reasonably consistent findings of short term benefits at population level for
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stigma reduction and a smaller level of evidence of improvement of knowledge. Overall,
for general public interventions it was found that in person contact with people with
mental health issues was superior to filmed contact, and that these were both superior to
factual education about mental health issues (Thornicroft et al., 2016).
For school students it was found that education was more beneficial in stigma
reduction than contact with people with mental health issues. Educational approaches
yielded a short-term reduction in stigma but this improvement was often reduced or lost
at medium term follow up (Thornicroft et al., 2016).
1.3.4

Increasing help seeking.

One of the initiatives of Headspace is a program called headspace PASS! which is
an interactive program run in schools specifically targeting the known help seeking
barriers. Preliminary evaluation results suggest that this program may reduce help
seeking barriers in adolescents (Wilson, Bushnell, & Caputi, 2011). This program is
partially based on previous research on targeted General Practitioner presentations in
schools, which showed reductions in barriers to care, increased intentions to consult a
GP for mental and physical health care needs, and increased actual help seeking from
GP’s (Wilson, Deane, Marshall, & Dalley, 2007).
1.3.5

Gatekeeper training.

Training for gatekeepers is designed to ensure that potential referrers are
knowledgeable about mental illness, signs of suicide and referral pathways, and are
willing to refer to mental health services when needed. Gatekeeper training research has
shown improvements in trainees’ knowledge, attitudes, problem solving capacity and
helping behaviours. Whether this type of training is able to improve gatekeepers’ referral
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skills and their own beliefs about seeking help from mental health professionals is
inconclusive. Further research needs to ascertain if these effects translate to benefits for
those who receive assistance from these trainees (Cartmill, Deane, & Wilson, 2009;
Kitchener & Jorm, 2006).
A recent systematic review of mental health first aid interventions (total of 18
trials and 5936 participants) concluded that there were small to moderate improvements
in mental health first aid knowledge, recognition of mental health issues and beliefs
about effective treatments at post training and 6 month follow up, with unclear results at
12 month delay. There were also very small reductions in stigma. Additionally, varying
improvements in confidence and intentions to help someone with a mental health issue
were shown. Small improvements in the amount of help provided were noted but the
quality of the help was unclear (A. J. Morgan, Ross, & Reavley, 2018). Therefore, it
appears that the results of gate keeper training are still unclear.
In addition to gatekeeper training for adults, Mental Health First Aid has been
used with adolescents aged 14 to 17 years (mean age 15.98) in Australian secondary
schools. A 2016 uncontrolled pilot sought to determine the feasibility of using the
approach in this way and provide an initial evaluation of efficacy of the approach for
adolescent participants. This study utilised unstandardized measures, or a categorical
classification of qualitative responses about whether the young people would seek help
for a mental health difficulty similar to the young people in the vignettes used. 520
students completed measures at base line, 345 at post-test and 241 at a three-month
follow up. The young people in this study displayed significantly improved mental
health literacy, confidence in providing assistance to peers, help seeking intentions and
mental health. This study also found that stigmatised attitudes to those with mental
health issues were significantly less after the intervention (Hart, Mason, Kelly,

40

Cvetkovski, & Jorm, 2016).
1.3.6

Increasing resilience.

The Resourceful Adolescent Program for adolescents (RAP-A) is a program that is
designed to be school-based and aims to build resiliency. It has shown significant
benefits for both identified at risk and healthy adolescents who undertake the program.
The experience of this program also points to the benefits of universal mental health
promotion programs versus targeted programs, due to difficulties in predicting which
young people will actually be at risk of developing mental disorders. However, the RAPA program is designed to be delivered over 11 sessions, which requires a significant
time commitment from participating schools (Shochet & Ham, 2004).
Further to this, a systematic review of universal resilience-focused interventions in
schools found that overall for adolescents the studies analysed were significantly effective for
reducing internalising mental health problems, especially if a cognitive behavioural therapybased approach was used (Dray et al., 2017).

1.3.7

Suicide prevention.

There are many inherent difficulties in the evaluation of suicide prevention
activities, however, reviews of the literature indicate that universal suicide prevention
programs for young people that utilise psycho-education regarding suicide are often
ineffective or at worst possibly cause iatrogenic harm. There is evidence to suggest that
interventions that directly target help seeking may have some benefits but they may not
be helpful for those most at risk and in particular males. Therefore, many researchers
and practitioners in this field advocate a multi-modal approach to suicide prevention
(Australian Government Department of Health and Ageing, 2007; Klimes-Dougan,
Klingbeil, & Meller, 2013), which is the approach that has been adopted in Australia
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since the inception of the National Youth Suicide Prevention Strategy (1995 to 1999)
(National Youth Suicide Prevention Strategy, 1999). Strategies aimed at reducing access
to the means of suicide appear to have contributed to a dramatic decrease in suicide
mortality in Australia (Chapman, Alpers, Agho, & Jones, 2006; Harrison, et al., 2009;
Martin, 2007).
However, a 2015 European study showed the significant benefits of a new
intervention, Youth Aware of Mental Health Programme (YAM), designed specifically
for the study. This intervention incorporated 3 hours of role-play sessions with
interactive workshops, educational posters, two 1 hour interactive lectures and a take
home booklet. The aim of the intervention was to increase knowledge of mental health
and suicide related risk and protective factors plus skill enhancement in order to deal
more effectively with stress, challenging life events and suicidal behaviours. The YAM
intervention was associated with statistically significant and dramatically reduced rates
of suicide attempts and severe suicidal ideation at the 12 month follow up, in the
intervention group compared to the control group. However, any students who had
previously attempted suicide or had severe suicidal ideation in the 2 weeks prior to
baseline were excluded from the data analysis. Therefore, it is not possible to determine
what the effects may have been (positive or negative) on these participants. Given that
YAM is a universal suicide prevention strategy this is a major weakness in this study
(Wasserman et al., 2015).
A 2017 non-controlled study of the safeTALK Program in Australian secondary
schools assessed the use of this approach to suicide prevention, based on efficacy and
whether there were any apparent iatrogenic effects. It was found that the participants
had increased knowledge, confidence and willingness to talk about suicide following the
intervention. It was also found that the likelihood to seek help for suicidal thoughts was
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increased. Additionally, it was found that the approach did not appear to create suicidal
thoughts or cause distress in the participants, with both of these actually decreasing
following the intervention. However, this study was limited by the lack of a control
group, mostly non-validated measures and the short follow up period of only 4 weeks
(Bailey, Spittal, Pirkis, Gould, & Robinson, 2017).
A recent review of both universal and indicated suicide prevention studies in
educational settings found that in the 17 studies conducted in school settings there were
positive effects overall. It was found that universal and indicated interventions both had
positive effects and that no iatrogenic effects were found (Robinson, Calear, & Bailey,
2018).
1.3.8

Drug & alcohol initiation prevention.

Substance abuse disorders are often long term, relapsing disorders that frequently
have their onset in adolescence. Overall the research has shown mixed results in regards
to the effects of these programs. Many of the approaches to drug use prevention for
young people including family interventions and motivational interviewing are under
researched, but there is a limited amount of evidence that suggests these approaches
may be of some value (Foxcroft & Tsertsvadze, 2011a). Universal school based
programs are an important tool which are the most widely researched form of drug use
prevention and their positive effects can last for many years. It has been found that skills
based programs that teach general social and life skills, including refusal skills, and
programs that seek to improve behavioural and social norms around drug and alcohol
use have the greatest impact. It has also been found that interactive methods have a
greater positive effect than passive methods (Faggiano et al., 2005; Foxcroft &
Tsertsvadze, 2011b).
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A systematic review of controlled studies conducted by Agabio et al. (2015) found
that the results of school based prevention programs for alcohol and other drug use were
inconclusive overall, but that one particular program consistently showed positive
results, especially in the European context which the review aimed to make
recommendations for. The Unplugged program was found to have consistently good
results such as a decreased risk of alcohol related problems; reduced incidence of
frequent drinking; less likelihood at 3-month follow up of increase in prevalence of
tobacco use, cannabis use and frequency of drunkenness; and less use of tobacco,
cannabis and other drugs overall. One study on the Unplugged program also found that
the intervention group endorsed less positive attitudes generally about drugs and more
specifically about tobacco, alcohol and cannabis. The intervention group also had less
positive perceptions of their peers who used tobacco and cannabis with these factors
appearing to mediate the effects of the program in reducing use and harm. In addition to
this knowledge about all drugs and refusal skills for tobacco increased following the
intervention (Agabio et al., 2015).
A meta-analysis conducted on studies of brief school-based interventions for
alcohol use prevention found that overall there were significant reductions in alcohol
consumption in adolescents following intervention. It was found that these effects were
only in the individually based interventions, not the group-based interventions.
However, this may have been confounded by the fact that none of the group based
interventions used Motivational Enhancement Therapy, which was assessed as being the
most effective intervention overall (Hennessy & Tanner-Smith, 2014).
A systematic review conducted on combined student and parent-based programs
in a school setting discovered evidence to suggest that these programs were effective in
reducing or delaying alcohol or other drug use by adolescents (Newton et al., 2017).
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A cluster randomised controlled trial was conducted of a combined universal and
selective prevention intervention for alcohol use with 2190 students from 26 Australian
secondary schools (Teesson et al., 2017). This study allocated schools to one of 4
conditions- universal prevention only, selective prevention only, combined prevention
(both universal and selective) and a control group of usual health education only. The
universal intervention consisted of health education classes (12 lessons of 40 minutes
each) conducted by teachers using an online cartoon component (20 minutes) followed
by an interactive lesson (20 minutes) conducted by the teacher allowing for
communication between students. The selective intervention consisted of two 90 minute
group sessions conducted by psychology trained facilitators. These sessions focussed on
addressing problematic coping strategies associated with personality vulnerabilities (that
the participants were identified as having) using psycho-education strategies and
incorporating goal-setting and cognitive behavioural strategies to challenge thought
patterns specific to their personality types. All of the intervention groups were found to
have a significantly lower increase in their alcohol use and binge drinking compared to
the control group over the 2 year study period. The selective prevention only group had
significantly lower increases in their alcohol related harm compared to the control
group. Interestingly the study also concluded that overall there was no advantage of the
combined approach compared to just the universal or selective prevention programs
(Teesson et al., 2017).
Although the evidence varies and there are many different types of prevention
programs, overall, it appears that prevention programs can be effective in reducing the
use of drugs and alcohol by adolescents and reducing the related harms. This may be
mediated by a reduction in positive social norms surrounding drug use and those who
use drugs, along with an increase in refusal skills.
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1.3.9

Summary.

In summary, the evidence suggests that multiple approaches to engaging with
youth around mental health issues show promise. In particular, developing specialist
youth friendly services, and providing accurate non-stigmatising messages about mental
health using both professional and peer networks. Specific areas that have had increased
focus include improving resilience, suicide prevention, and preventing drug and alcohol
misuse.
One of the key factors linking all of these areas of mental health promotion is that
they need to occur within a social context including all young people in discussions
around these issues. This is due to the developmental process of adolescence and young
adulthood which involves young people coming to rely more on their peers rather than
adults, which is highlighted in the help seeking literature (Rickwood, et al., 2005). The
literature also highlights the necessity to improve social and behavioural norms around
drug use and help seeking for mental health issues (Foxcroft & Tsertsvadze, 2011b;
Gulliver, et al., 2010). Therefore, universal mental health promotion is essential to
improving outcomes.
Another key factor that is highlighted in the literature is that males are generally
much harder to engage in help seeking, therefore, many approaches fail to be useful to
males (Rickwood, et al., 2005) . Additionally, for many young people brain
development and the ability to think through consequences of actions proceeds at a
much slower pace than the amount of self-responsibility that this developmental stage
and society expects of them (Steinberg, 2005). As noted above in the literature
interactive approaches with real people and real stories are most successful in engaging
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young people and reducing stigma and, thus, improving outcomes for young people
(Corrigan, et al., 2012; Faggiano, et al., 2005). Bringing many of these key features
together is the theme of this current research project, using a social, engaging and
interactive drama-based approach.

1.4 Drama-Based Youth Mental Health Promotion- The Evidence So Far
Drama and arts based approaches have been extensively utilised in social change
arenas and have been used as a method for the promotion of mental health, improvement
of mental health literacy and stigma reduction, in the general population, with mental
health service users and mental health service providers (Rossiter et al., 2008; Somers,
2008). However, the effectiveness of drama based mental health promotion has been
under-researched and Forum Theatre has never been formally evaluated as a method of
increasing mental health literacy and early help seeking in adolescents. However, there
are some examples of the use of theatre based approaches for mental health promotion
and stigma reduction.
Modes of drama used in social change and education are variously termed and
are often described under the umbrella term of Applied Theatre. Some forms of drama
used in social change and education are Process Drama (O'Connor, 2003) and Theatre of
the Oppressed including Legislative Theatre, Forum Theatre, Rainbow of Desire and
Invisible Theatre (Boal, 2002).
Drama based youth mental health promotion has been shown to slightly but
significantly increase mental health knowledge and improve attitudes towards mental
illness when used with secondary students (Essler, Arthur, & Stickley, 2006; Perrett et
al., 2010). Essler, Arthur and Stickley (2006) conducted an intervention within a
secondary school using the services of a professional theatre company with experience
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and knowledge in mental health, with 104 subjects who were from 13-14 years old, all
within the same school. Prior to the intervention 71 of these students completed a quiz
about mental health knowledge and stigma and 67 of the students completed the same
questionnaire 1 month after the intervention. Due to the measures not being matched it is
not known whether these students were the same students (of the 104 students who
received the intervention) at both pre and post intervention. The intervention consisted
of 2 phases using a quiz, drama and games focussing on mental health problems. The
first phase was aimed at educating the adolescents about mental health problems and the
lived experience of mental health problems. Increasing self-esteem and building insight
of the adolescent’s attitudes to people with lived experience of mental health problems.
Games and stickers were also used to educate the adolescents about the signs and
symptoms of mental health issues. However, due to the pre and post measures not being
matched these results are hard to interpret reliably. Another limitation of this study is
that the measure used was not a validated measure. Other than basic face validity
consultations with some students and teachers, no analysis of its reliability or validity
was undertaken. Additionally, due to the lack of a control group it is not possible to
determine if the results were due to the intervention or a social desirability bias.
One approach that has been used is that of the drama festival called the Dramatic
Minds Festival which is school and community based, and consists of short plays written
and performed by secondary students on various mental health topics, in consultation
with local mental health service providers from the Greater Southern Area Health
Service (Brown & Hanstock, 2011).
Another approach consisted of a school based performing arts (including drama)
project which engaged young people in working collaboratively with mental health
service users to produce performances based around the service users’ experience of
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mental health problems. The evaluation of this study concluded that there was a “marked
positive shift in students’ attitudes towards mental health issues at the end of the project
with considerably more positive, empathetic and supportive attitudes expressed by
students in the post-project questionnaire” (Twardzicki, 2008, p. 69). However, the
questionnaire used to measure this result does not appear to have been validated.
Qualitative data also indicated that the approach had a positive effect on the service
user’s mood, “feelings of achievement, confidence and inclusion” (Twardzicki, 2008, p.
68).
In another study a mix of applied theatre, discussion groups and multimedia
presentations were utilised to enhance high school students’ understanding of early
psychosis. The results of this intervention were measured using a questionnaire that was
adapted from previously validated questionnaires for measuring the effects of antistigma campaigns and mental health education. The resulting questionnaire does not
appear to have been analysed for reliability or validity. The questionnaire was
administered at baseline (before the intervention), 1-2 weeks post the intervention and
for a sub-set of students at 6 months post intervention (n= 313). However, at 6 months
only an abridged version of the questionnaire was used and the students were asked to
write about their perceptions of each character. Qualitative research interviews were also
undertaken at 1- 2 weeks post intervention with 85 students and 42 students at the 6
month follow up. It was found that this intervention significantly increased knowledge
of early psychosis, reduced stigma and improved knowledge of sources of help for early
psychosis in the participating students. However, this study did not use matched, within
subjects data and, therefore, was only able to measure overall change in the group rather
than at the individual level. Further compounding this limitation a control group was not
used (Roberts et al., 2007).

49

Blignault et al. (2010) utilised a play entitled Fear and Shame, which is about the
dynamics around drug abuse and schizophrenia in an Australian Macedonian family.
Qualitative research results showed that post-intervention the audience members
interviewed perceived the Macedonian community to be more positive towards people
with mental illness and their families and they displayed an improved willingness to
disclose mental illness to close extended family and friends, and an improved
willingness to seek help from health services for mental health problems. Key
community informants also reported greater service utilisation within the community
post-intervention.
Quinn, Shulman, Knifton & Byrne (2011) conducted an evaluation of a wide
variety of Arts events at a national mental health and arts festival projects including
drama based mental health promotion/stigma reduction strategies, which showed
moderate effects on stigma reduction in some domains. This research shows that it is
important to clearly plan, tailor and contextualise the content of arts based mental health
promotion as one film in the festival actually led to an increase in the belief of audiences
that people with mental health issues are dangerous. Twenty events at the festival were
evaluated (31 total events) with 10 being chosen for quantitative evaluation in a pre and
post design with the measure being completed immediately before and after the event.
The quantitative questions consisted of 8 questions regarding mental health knowledge
and stigma based on research into public attitudes. Due to the nature of the festival and
events it was not possible to use a lengthy validated measure or to randomise the sample.
Three qualitative questions were also included in the evaluation. The sample may have
been somewhat self-selecting as the evaluation was quite self-directed and the
questionnaires were collected by the subjects depositing them in a box at the venue.
Additionally, the pre and post measures were printed on opposite sides of a card so the
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subjects had access to their pre event answers while completing the post event measure.
This in addition to the study not having a control group means that there may be a social
desirability bias in the results of the study.
Hui et al. (2018) conducted a study that involved delivering a drama based
intervention combined with interactive education and an exercise/yoga based component
to 4520 secondary students between 12 and 17 years old. The aim of the intervention
was to reduce stigma related to psychosis. The study was conducted as a pre and post,
non-individually matched design. The subjects completed a questionnaire of 2 parts
which measured knowledge and attitudes about psychosis. Six knowledge questions
were selected from a 21-item validated test. The validity and reliability of these selected
items as a standalone test does not appear to have been established. The attitude section
of the questionnaire consisted of 8 questions and no information about the reasoning
behind the selection of these questions was given and no attempt appears to have been
made to validate these questions. Each item on the questionnaire was answered by a
different number of students ranging from 4058 to 4394 across items. Hui et al. (2018)
reported that there were significantly improved results were found for all items,
however, effect sizes for these results were not reported and adjustment of the
significance levels for multiple comparisons was not conducted. Data about gender was
not gathered and age did not appear to have analysed as a potential confounding
variable. Given the lack of individually matched data, lack of a control group, the use of
non-validated instruments, lack of analysis of potential confounding variables and lack
of appropriate statistical analysis these reported improvements may not be valid. Any
valid improvements are also likely to be quite small given the very large sample sizes.
. The current research has been planned around two studies to investigate the
effectiveness of Forum Theatre to promote the mental health of young people. Study 1
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proposed to measure changes in the knowledge, attitudes and help seeking intentions of
adolescent participants. Study 2 then proposed to further explore this using qualitative
analysis of focus groups and interviews

1.5 The Role of Drama and the Mind Blank Inc. Approach
Creative ways of engaging with young people around mental health promotion are
much needed as young people are unlikely to engage directly with mental health service
providers in the first instance. This research project has utilised a partnership between a
not for profit organisation called Mind Blank Inc. and the Illawarra Shoalhaven Local
Health District (ISLHD) Youth Mental Health service. Mind Blank Inc. interventions
aim to address factors highlighted by the Ottawa Charter by providing young people
attending the intervention with a forum to discuss bullying in schools; improve their
social relationships at the peer, family and school levels; reduce stigma around mental
health issues; increase their problem solving abilities and mental health/illness literacy;
increase positive experiences with service providers and allow access to information
about appropriate help seeking strategies in a timely manner. The partnership between
Mind Blank Inc. and the ISLHD Youth Mental Health service that this research project
represents is integral to the fulfilment of re-orienting services to a promotion and
prevention focus.
Mind Blank Inc. performances utilise a social, democratic, interactive, problem
solving approach called Forum Theatre to engage young people more fully in the
process of learning and negotiation of life roles, in the context of mental health
information. This occurs in the context of school and peer social settings, and it is
hypothesised that this will lead to young people being more likely to be open to the
information being presented to them, and being more likely to access appropriate
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support services in the future, due to the opportunity to form social/subjective norms.
Forum Theatre is a component of the Theatre of the Oppressed that was devised by
Augusto Boal, who was a Brazilian theatre practitioner and political activist, and later a
politician. Forum Theatre consists of the acting out of a drama which includes at least
one obvious social or political error which is then analysed in the second run of the show
(called the Forum). The drama in Forum Theatre is always based on real life scenarios
(Boal, 2002).
The first run of the show is performed as per a conventional short play. The actors
put forward one “image of the world” (Boal, 2002, p. 243), however, the Joker (the
Facilitator) then facilitates a re-run of selected key scenes in exactly the same manner as
the first run. During this re-run the job of the audience is to change the action in order to
show that “new solutions are possible and valid” (Boal, 2002, p. 243), however, the job
of the actors is to maintain the original vision of the world and the outcome. During the
re-run of the play, in a Mind Blank Inc. performance, the audience make suggestions
that they want the actors to play out. The Joker acts as a facilitator and director of the
action, the medium by which the audience can attempt to change the strategies used and
the outcomes achieved. However, the Joker may also ask audience members to take the
stage to play out new strategies or to represent new characters that have been devised as
a part of the reworking of the show. Thus, Boal highlights the active role of the
audience by naming them Spect-actors. The concept of spect-actors is also utilised to
highlight the purpose of the forum to assist the audience to train for real life situations.
In a pure form of Forum Theatre all suggestions are played out by the spect-actors
rather than the actors.
The game is spect-actors- trying to find a new solution, trying to change the
world-against actors- trying to hold them back, to force them to accept the world
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as it is. But of course the aim of the forum is not to win but to learn and to train.
The spect-actors, by acting out their ideas, train for “real life” action; and actors
and audience alike, by playing, learn the possible consequences of their actions.
They learn the arsenal of the oppressors and the possible tactics and strategies of
the oppressed. (Boal, 2002, p. 244)
The use of the drama techniques of Role and Framing allow the participants to
distance themselves from the story of the young person, paradoxically allowing the
participant to engage more fully with the content of the forum theatre piece (O'Connor,
2003). As Somers (2008) states:
By knowing that the dramatic experience is not real we can release ourselves
safely into it. We are “in” it enough to care about it, but “out” of it enough not to
fear it and to be able to recognise its distance from reality. This is also a key
factor in attitude and behaviour change ….. This is the basis of Boal’s term
“metaxis”, the both “in the drama” and “out of the drama” state that he regards
as the basis for learning in drama. (p.63)
The democratic, problem solving approach used in Forum Theatre also helps to
engage young people more fully in the process of learning and negotiation of life roles
(Boal, 2002). Mind Blank Inc. incorporate humour into their scripts in order to lighten
the mood of the performance, again allowing young people to more easily engage with
the content. The use of drama is also a developmentally appropriate mode of delivery of
information for adolescents.
This thesis aims to evaluate the effectiveness of this approach from the perspective
of reducing stigma and improving help seeking intentions. Study 1 employs a
quantitative approach to this evaluation. Study 2 seeks to complement the quantitative
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data via a qualitative approach, to explore the factors that lead to the effectiveness or
otherwise of the approach. Additionally, this is couched in the context of youth help
seeking in general, via an exploration of the potential facilitators of help seeking in
young people.

1.6 The Mixed Methods Approach and Quality

A mixed methods approach has been used for this thesis. Mixed Methods
research can be considered to be controversial due to a mixing of paradigms. However,
it was considered to be appropriate for this thesis to combine both quantitative methods,
and qualitative enquiry using the Interpretative Phenomenological Analysis (IPA)
method. IPA is designed to interface and dialogue with quantitative research in
psychology (Smith, 2004).
The relative strengths of the different methods used complement each other and
offer a further richness of data that would otherwise have been unobtainable. Not only
did the mixed methods allow this thesis to obtain ‘effectiveness’ data from both of the
studies, it allowed an enquiry into the aspects of the intervention that were considered
by both staff and students to be most and least helpful from the perspective of their own
lived experience. Effectiveness studies of approaches to mental health promotion to
youth in schools are irrelevant if the approaches found to be effective are not acceptable
to the involved parties; and practical and sustainable in their environments. In fact, one
of the main premises of this thesis is that although some approaches might be evaluated
as effective (based on quantitative data); if they are unable to be implemented, or there
is a lack of engagement in the process there is in effect no effectiveness in practice.
Thus, consideration of the possible future uses of the approach and practical aspects of
this were imperative.
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The researcher’s background in both academic and applied psychology allowed
an appreciation of the ‘importance of the dynamic interplay between theory and
practice’ (Green, 2008, p. 8) that is acknowledged and specifically planned for by mixed
methods approaches to evaluation. This is especially true for this study as the
intervention approach is novel and, therefore, existing theories may not adequately
predict and explore which aspects of the intervention or subject variables were likely to
be important for this approach. The mixed methods approach allowed the author to start
to answer questions of both whether and what was most effective. Thus,
recommendations about future refinement of the approach, were able to be more
effectively made.
The mixed methods approach allowed the researcher to achieve a balance of
subjective and objective data, hence, balancing out the bias of each paradigm.
Triangulation is an important method to enhance the quality of qualitative research and
using a mixed methods approach allowed for triangulation of data between the 2
approaches. The mixed methods approach was implemented using a Complementary
Strengths Stance (Brewer & Hunter, 1989 and Morse, 2003 as cited in Greene, 2008)
which maintains that ‘The assumptions of traditional paradigms are not fundamentally
incompatible, rather different in important ways. These differences are valuable and
should be preserved to maintain methodological integrity while expanding the scope of
the study’, and, thus, ‘because the assumptions of different paradigms are importantly
different, methods implemented within different paradigms should be kept separate
from one another.’ (Greene, 2008, p. 12). In order to preserve the integrity of each
paradigm the designs and analysis of the different studies were on the whole conducted
separately. The main exception to this is that the quantitative study questionnaires were
completed just prior to the focus groups by the students who participated in the focus
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groups (at a delay of approximately 6-8 weeks). This was done for a dual purpose.
There may have been the opportunity to conduct a quantitative analysis across 3 time
points (prior to performance, directly after performance and at a delayed time point);
however, this analysis was underpowered in practice. The primary aim in having the
surveys completed at the delay time point was to be able to elucidate whether the data
obtained from the student focus groups was representative of the larger participant
group. That is, there was a risk that the focus group participants may have been a biased
sample due to the primarily self-selecting nature of this sub-sample of participants. This
allowed an analysis of the focus group participants compared to the other participants
who completed both pre-intervention and post-intervention time point quantitative
surveys. Due to implementation constraints the quantitative and qualitative data
collection were mostly conducted concurrently, but the results of each study were not
analysed until after all data was collected. However, some early focus groups/interviews
were transcribed prior to all data being collected in order to aid in utilising some ideas
from these early transcriptions for cross checking with other study participants.
The overall discussion and recommendation section (rather than separate
discussion & recommendations for each study) allowed for a discussion of the cross
over and differences in the 2 types of methodologies. This aided the triangulation of
results to assist with determination of the validity and limitations of the results. This is
an aspect of the mixed methods approach that was particularly suited to this thesis.
Greene (2008) offers the following when discussing the legitimacy of research
and the perspective and legitimate audience for research. Greene (2008) emphasises that
social phenomena are diverse and complex and that:
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A mixed methods way of thinking rests on assumptions that there are multiple
legitimate approaches to social inquiry and that any given approach to social
inquiry is inevitably partial. Better understanding of the multifaceted and
complex character of social phenomena can be obtained from the use of multiple
approaches and ways of knowing.’ (p. 20)
Quantitative methods necessarily rely on mean effect (often with outliers removed)
which somewhat reduces diversity in the data, but this can be enhanced by the use of
mixed methods to elicit difference, complexity, while honouring the perspective of
young people.
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Chapter 2
Study 1: Quantitative Evaluation of
Forum Theatre for Adolescent Mental
Health Promotion
This chapter presents the quantitative evaluation of the Forum Theatre
intervention for mental health promotion. The aims and methods of the study are
discussed, along with presentation of the results relating to help seeking, knowledge and
attitudes towards mental health issues in young people. Due to the complementary
nature of the 2 studies the discussion and conclusions will be presented in a separate
chapter (Chapter 4) combined with Study 2.

2.1 Aims
The aims of this study were to determine the effectiveness of the Forum Theatre
style of drama based education for people aged 11-18 years to:


increase help seeking intentions for mental health, and personal and
emotional problems;



increase the knowledge of young people about mental health problems; and



decrease the stigma associated with mental health problems in young
people.

2.2 Hypothesises
Hypothesis 1.

There will be a significant improvement in help seeking intentions

as measured by changes from pre to post intervention. The changes examined
will include changes in help seeking intentions across general help seeking, help
negation, formal and informal help seeking. Help seeking changes across
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individual help sources will also be examined within the formal and informal
help seeking sources, where the overall scale is significant, in order to determine
in more detail where these changes have occurred. Determining which help
seeking sources have had increased or decreased intentions to seek help is
important as help seeking is shaped by the developmental processes of
adolescence.
Hypothesis 2.

There will be a significant improvement in knowledge about

mental health problems amongst the young participants, as measured by changes
from pre to post-intervention.
Hypothesis 3.

There will be a significant decrease in stigma as measured by

changes from pre to post-intervention.
2.3 Methods
2.3.1

Participants.

The participants were secondary school students from 22 different schools in the
Illawarra and Shoalhaven regions of New South Wales. Participation was offered to all
secondary schools within these regions including state schools, Catholic schools,
independent schools and alternate education providers (programs designed to assist
students disengaged from education).
Overall at the time of data collection the number of secondary education
providers (mainstream and alternate) that were in the study area was 41. Thirty of these
participated in the intervention and of these 25 were approached to participate in the
research. Twenty three of these consented to the research study. There were no schools
that refused to participate at post intervention but one school was excluded from the
study due to logistical issues making it impossible to collect data at time 2. Therefore,
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22 schools were involved in the quantitative research. That is, 54% of all secondary
education providers in the Illawarra and Shoalhaven regions were included in the
quantitative research evaluation of this intervention. Unfortunately accurate records
were not kept of total numbers of students who attended the intervention during the data
collection period. However, it has been estimated that approximately 2500 students
were offered participation in the quantitative research of which 1024 participated.
Most schools who did not participate declined to participate in the intervention
rather than the research. Reasons given for this were lack of money to fund the
intervention (those schools whose attendance was not fully funded or highly
subsidised), already having a lot of mental health activities going on at the school, the
staff member who organises this type of activity was away on extended leave or the
school calendar was already set for the year. Some schools simply did not respond to the
invitation to participate in the intervention. One school did not participate as the
intervention was aimed towards teenagers and most of the population at that school
were adults, therefore, the intervention was not as relevant.
Five schools were not approached to participate in the research due to the
performances being late in the data collection period and numbers needed for the study
had already been reached. Logistical issues meant that some schools had not had time to
send out research consent forms to parents so only the students who were over 16 years
of age who could consent for themselves participated in the study.
See Table 1 below for more information regarding the sampling frame for this
study.

61

Table 1
Sampling Frame for Study 1
Type of
Secondary
School

Total
number
in study
area

No. (%)
approached

No. (%) of
schools
approached
who
participated
in
intervention

No. (%)
participating
schools
approached
for research

No. (%) of
schools
approached
who
consented
to research

No. (%) of
schools
approached
included in
research

% of all
schools in
area
participating
in research

Total

41

39 (95)

30 (76)

25 (83)

23 (77)

22 (88)
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Mainstream
Secondary
Schools

34

34 (100)

25 (74)

20 (80)

20 (80)

19 (79)
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Public
Secondary
Schools

22

22 (100)

18 (82)

14 (78)

14 (78)

13 (92)
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Catholic
Schools

6

6 (100)

5 (83)

5 (100)

5 (100)

5 (83)

83

Independent
Schools

6

6 (100)

2 (33)

1 (50)

1 (50)

1 (100)

17

Alternate
Secondary
Education
providers

7

5 (71)

5 (100)

5 (100)

3 (60)

3 (60)

42

The young people who participated in the research were from ages 11 to 18.
There were 1024 participants at pre-intervention with a mean age of 15.57 years and a
standard deviation of 1.00. Of these 57.52% were female, 41.50% were male and 0.98%
were of unspecified gender.
2.3.2

Intervention.

Mind Blank Inc. performances were piloted as the main feature of the Healthy
Minds Conferences, run in conjunction with the Illawarra Shoalhaven Local Health
District Youth Mental Health Service, the local Suicide Prevention and Awareness
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Networks and the Catholic Education Office, beginning in 2012. In consultation with
various schools in the region, the approach evolved into a school touring model.
The current script (see Appendix 1 for show synopsis) is marketed for years 9 to
12, with most students between 14-17 years. Mind Blank Inc. performances offer
universal mental health promotion for up to 200 students per performance of the
intervention.
The intervention consisted of a 1 hour, Forum Theatre performance called
Understanding Depression: Fill in the Blanks which was performed by Mind Blank Inc.,
which depicts the real life story of Dan and his experience of depression. Dan finds
himself in a variety of social situations that ultimately affect his mental health and
present him with various dilemmas, for example, whether to initiate using Cannabis.
These dilemmas are the subject of the interactive Forum in the second half of the
performance. See the show synopsis for further information (Appendix 1). Sample
videos are available at http://www.mindblank.org.au.
Figure 1 represents one example of a typical theme in the intervention. It
represents the choices that Dan (and thus, the young people in the audience) needs to
make during the scene and how these choices ultimately affect his wellbeing and risk of
depression.
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Figure 3. Example of typical story progression in Understanding Depression Fill in the
Blanks

2.3.3Procedure
All local secondary schools were offered participation and a mix of state,
catholic and independent schools participated. This study was a within-subjects,
repeated measures design, with each questionnaire being coded with a unique identifier
to ensure anonymity of responses. Measures were collected pre and post-intervention, on
the day of the intervention before and after the intervention when the students were
seated ready for the intervention and then again straight after the intervention while still
in their seats. These measures were also repeated at the beginning of the focus groups,
for the sub-group of young people who participated in these.
Ethical approval for the research was granted by the University’s Human
Research Ethics Committee. Approval was also granted by the Research Directorate of
the Illawarra Shoalhaven Local Health District. The research was approved for conduct
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in NSW Department of Education & Communities schools via the State Education
Research Approvals Process (SERAP) and was approved for conduct in Diocese of
Wollongong Catholic Education Schools. Approval from the Principal of each
participating school was also granted. Approval for the research to be conducted within
independent schools was granted by the individual school Principals. Participant consent
was obtained in writing. Consent forms were sent home with the students for parents to
sign for those under 16 years old and those over 16 years were asked to consent for
themselves.
2.3.4

Measures.

1. The General Help Seeking Questionnaire (GHSQ) (Rickwood, et al., 2005;
Wilson, Deane, Ciarrochi, & Rickwood, 2005) is a 14 item questionnaire that
has been extensively tested and validated within NSW Secondary Schools. It
is designed to measure behavioural intentions to help-seek for
personal/emotional/mental health problems from a range of formal and
informal supports or no one. It also contains items that measure previous
Sfrom mental health professionals, and perceptions of the helpfulness of
these professionals. This scale has been shown to have adequate reliability
and validity across a range of contexts and flexible uses (Rickwood, et al.,
2005; Wilson, et al., 2005).
The GHSQ can be utilised in a variety of ways including summing the scores
from all of the help sources, splitting the sources into formal and informal help seeking
scales or specific analysis of the individual help source scores. The GHSQ can also be
utilised for different problem types from general categories of personal/emotional and
mental health problems to more specific diagnostic categories and suicidal versus nonsuicidal problems. Wilson et al. (2005) demonstrated the reliability of the GHSQ for the
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combined suicidal and non-suicidal problems as a single scale including all help sources
(Cronbach’s alpha= .85, test-retest reliability assessed over a three-week period= .92)
and for suicidal (Cronbach’s alpha= .83, test-retest reliability assessed over a three-week
period= .88) and general personal-emotional problems (Cronbach’s alpha= .70, testretest reliability assessed over a three-week period= .86) separately.
Wilson et al. (2005) tested the validity of the GHSQ using a variety of methods.
The measure was shown to correlate positively with prospective help seeking behaviours
even though the time period was only 3 weeks. The correlations for Personal-Emotional
Problems were moderate for several sources of help (intimate partner, friend and nonparent family), small to moderate for Parents and Youth Workers and small and
significant for professional mental health care even though the number of young people
seeking professional care within 3 weeks was small. However, it is important to note
that the correlations were all much lower for all help sources except Phone Help Line
(which was non-significant) and Youth Worker for suicidal thoughts. For suicidal
thoughts the only significant correlations were for Intimate Partner, Non-Parent Family
and Youth Worker.
The validity of the GHSQ was also determined by performing correlations
between professional help seeking intentions and prior help seeking and the young
person’s evaluation of the effectiveness of their previous mental health care. The young
person’s perception of the quality of their previous care was positively related to their
reported intentions on the GHSQ to seek mental health care again for personal-emotional
problems (rs (55) = .51, p <.001) and also suicidal thoughts (rs (54) = .57, p < .001)
(Wilson, et al., 2005). Wilson et al. (2005) also found a significant albeit modest
negative association between barriers and intentions to seek professional mental health
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care for suicidal thoughts (rs (219) = -.22, p < .01) but not for the more general personalemotional problems (rs (219) = -.09, p < .21).
2. The Knowledge and Attitudes about Mental Illness Scale (KAMIS-A) (Brown
& Hanstock, 2011) is a 40 item questionnaire that has previously been used
to measure the effectiveness of a drama based youth mental health promotion
activity. It measures knowledge about a range of mental illnesses and general
attitudes to mental illness (Brown & Hanstock, 2011), in two sub-scales. To
date there has been no reliability and validity data collected on this measure,
therefore, a factor analysis, reliability analysis and correlations with the
GHSQ were performed as part of the data analysis for this study.
3. Demographic information on age and gender and answers to the following questions
were also collected:


What did you think about the performance? (post-intervention only)



Please list as many organisations that you can think of where you could
get help for Mental Health Problems (pre & post-intervention).

2.3.5

Analysis Plan.

Unless otherwise stated all analyses were performed on SPSS 21.
Preliminary analysis.
Analysis of continuers versus non-continuers to post-intervention surveys.
There is a risk that the sample was age and gender biased due to self-selection
via dropout between the pre and post-intervention questionnaires. Therefore, the preintervention data were divided into responses from students who continued in the study
(i.e. also completed at least a post-intervention survey), and those who did not continue
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in the study beyond pre-intervention (non-continuers). Age and gender are important
variables in help seeking research as these variables tend to influence help seeking
(Rickwood, et al., 2005). The mean age of the continuers versus non-continuers of these
groups was compared using an independent samples t-test. A Pearson chi-square test of
contingencies was used to compare the gender distribution of males and females in these
two groups.
There is also a risk that the continuers were more likely to help seek and have
better knowledge and attitudes prior to the intervention than the non-continuers.
Therefore, the two groups were also compared at pre-intervention on total help seeking,
formal help seeking, informal help seeking, help negation, knowledge and attitude
scores using independent samples t-tests. The item from the GHSQ that relates to help
negation (I would seek help from no one) was reversed. The GHSQ totals were
calculated by summing the scores from all items including this reversed item. Informal
help seeking scores were also calculated by summing the scores for partner, friend,
parent and other family member. Formal help seeking scores were calculated by
summing the scores for mental health professional, phone help line, general practitioner
and teacher.
KAMIS-A factor analysis, reliability and validity analysis.
As the KAMIS-A has not been previously validated a factor analysis was
completed to examine the factor structure and Cronbach’s alpha was calculated for these
factors to determine their reliability. The Velicer’s Minimum Average Partial (MAP)
Test (O’Connor, 2000) was conducted to determine the number of factors that should be
extracted. Both Principal Axis Factoring and Principal Component Analysis were
performed utilising the scores from the pre-intervention data collection (n= 1028) in
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order to test the consistency of the factors across the two approaches. The rotation
method used for both analyses was Oblimin with Kaiser Normalisation. The Factor
Analyses were conducted using SPSS 19. The validity of these factors were analysed by
performing correlations between the 3 KAMIS-A factors revealed by the factor analysis
and the Total GHSQ, Informal GHSQ and Formal GHSQ scores at pre and postintervention.
Analysis of potential control variables.
The literature indicates that age, gender and previous experience of seeing
mental health professionals are important control variables in help seeking studies and
studies examining mental health stigma (Clement et al., 2014; Rickwood, et al., 2005).
Whether these need to be considered as covariates was analysed by using analysis of
variance (ANOVAs)(with a Bonferroni Adjustment for multiple comparisons applied to
the pairwise comparisons using SPSS) to determine if age, gender and mental health
care experience influence help seeking (Total, Formal and Informal GHSQ), knowledge
and attitude scores (KAMIS –A).
Hypothesis testing.
Hypothesis 1 was tested by using two-tailed, paired samples t-tests to compare
the total GHSQ, informal help seeking, formal help seeking and help negation etc. preand post- intervention. Help seeking changes as measured by individual items were also
analysed using two-tailed, paired samples t-tests within the formal and informal GHSQ
items where the overall scale was significant, in order to determine in more detail where
these changes occurred. Other than for Total GHSQ a Bonferroni Adjustment for
multiple comparisons was applied to all of these t- tests. The significance levels used for
each analysis recorded in the results section.
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Hypotheses 2 and 3 were tested by using two-tailed, paired samples t-tests to
examine differences in KAMIS-A scores pre- to post- intervention. Knowledge and
attitude changes were determined by testing differences between the total scale scores
(all 3 factors summed) pre to post-intervention. The changes pre to post-intervention
were also examined for each of the 3 factors using two-tailed, paired samples t-tests.
Other than for Total KAMIS-A a Bonferroni Adjustment for multiple comparisons was
applied to all of these t- tests. The significance levels used for each analysisis recorded
in the results section.

2.4 Results
2.4.1

General Help Seeking Questionnaire.

Preliminary analyses.
Analysis of continuers versus non-continuers to post-intervention surveys.
A Pearson’s chi-square test of contingencies (α= .05) was used to assess whether
there was a significant difference between gender (male and female) distributions of the
continuers and non-continuers. Testing revealed that the underlying assumptions were
met (See Appendix B for more information). The chi-square test was not statistically
significant, χ2 (1, N= 1020) = 2.32, p= .128.
Testing revealed that the underlying assumptions were met (See Appendix B for
more information). There was a significant difference in ages (mean difference of 0.15
years). The t test for age was statistically significant (t (1021) = -2.16, p= .0 31, 2-tailed)
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with a small effect size (Cohen’s d= .15). The mean ages and frequencies of genders for
these groups are reported in Table 2.
Table 2
Sample Sizes and Demographic Data for the Continuers to post-intervention versus
Non-Continuers
Group

Continuers

n

M Age
(SD)

Frequency Males
(%)

Frequency Female
(%)

Frequency Unstated
Gender (%)

717

15.52

279 (39)

437 (61)

1(0.14)

134 (43.65)

170 (55.37)

3 (0.98)

(0.95)
NonContinuers

306

15.67
(1.10)

Continuers and non-continuers were compared at pre-intervention on help
negation, formal help seeking, informal help seeking and total help seeking as measured
by the GHSQ. Testing revealed that the underlying assumptions were either met or
degrees of freedom were adjusted (See Appendix B for more information). There were
no significant differences at pre-intervention on help negation (I would seek help from
no one reversed) (t (916) = -1.33, p= .185) or formal help seeking (t (957) = -1.89, p=
.059) between the continuers and non-continuers. The continuers were significantly
higher on Total GHSQ (t (960) = -2.55, p= .011) with a small effect size (Cohen’s d=
0.18). The continuers were also significantly higher on informal help seeking (t (483.75)
= -2.68, p= .008) with a small effect size (Cohen’s d= 0.20). The means and standard
deviations for these distributions are available in Table 3.
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Table 3
Means and Standard Deviations Of General Help Seeking Questionnaire (GHSQ) of
Participants Who Continued in The Study Beyond pre-intervention and Those Who Did
Not Continue.
Measure
GHSQ Total

Formal GHSQ

Informal GHSQ

Help Negation
(GHSQ1j reversed)

Group

n

Mean (SD)

NonContinuer

281

34.83 (10.61)

Continuer

681

36.66 (9.92)

NonContinuer

280

11.44 (5.87)

Continuer

679

12.17 (5.33)

NonContinuer

281

16.858 (5.45)

Continuer

681

17.86 (5.00)

NonContinuer

259

5.07 (1.92)

Continuer

659

5.25 (1.83)

Tests for influence of age, gender, previous experience on mental health
professionals and help seeking scores.
ANOVAs were conducted to test for possible influence of age on various scales
of the GHSQ, and a Bonferroni Adjustment for multiple comparisons was applied using
SPSS to the pairwise comparisons. The age categories were 13-14 year olds, 15 year
olds, 16 year olds and 17-18 year olds. The ages were examined with the 13-14 year old
categories collapsed into one due to the small sample size in the 13 year old group. The
same method was also applied to the 17-18 year old group as there was an inadequate
sample size of 18 year olds. It was found that there was no significant influence of age
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on Total GHSQ (F (1, 628) = 8.03, p= .473), Informal GHSQ (F (1, 628) = 1.85, p=
.231), Formal GHSQ (F (1, 624) = 11.85, p= .419) or help negation (reversed) (I would
seek help from no one) (F (1, 592) = 13.20, p= .135).
ANOVAs were conducted to test for possible influence of gender on help seeking,
and a Bonferroni Adjustment for multiple comparisons was applied using SPSS to the
pairwise comparisons. It was found that there was no significant influence of gender on
Total GHSQ (F= (1, 628) 10.90, p= .397), Informal GHSQ (F= (1, 628) 2.024, p= .970),
Formal GHSQ (F= (1, 624) 15.75, p= .212) and or help negation (reversed) (I would
seek help from no one) (F= (1, 592) 7.57, p= .963).
ANOVAs were conducted to test for possible influence of whether the young
person has previously seen a mental health professional on help seeking, and a
Bonferroni Adjustment for multiple comparisons was applied using SPSS to the pairwise
comparisons. It was found that there was no significant influence of previous mental
health care on Total GHSQ (F= (1, 629) .30, p= .584), Informal GHSQ (F= (1, 629)
1.70, p= .970), Formal GHSQ (F= (1, 625) .02, p= .172) and or help negation (reversed)
(I would seek help from no one) (F= (1, 593) 3.05, p= .488).
However, the pairwise comparisons for Total GHSQ and previous mental health
care were significant. For those who had previously seen a mental health professional
there was a significant increase from pre-intervention to post-intervention measures
(Mean difference= 1.05, p= .013). Those who have not previously seen a mental health
professional also had significant increase in Total GHSQ mean scores (Mean difference=
.69, p= .030).
The pairwise comparisons for Formal GHSQ and previous mental health care
were also significant. For those who had previously seen a mental health professional
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there was a significant increase from pre-intervention to post-intervention measures
(Mean difference= .729, p= .004). Those who have not previously seen a mental health
professional also had a significant increase in Formal GHSQ mean scores (Mean
difference= .459, p= .016).
The pairwise comparisons for the help negation item (reversed) (I would seek
help from no one) were only significant for those who had previously seen a mental
health professional, with a significant increase from pre to post-intervention (Mean
difference= .301, p= .009).
Hypothesis testing.
Testing of hypothesis 1: There will be a significant improvement in help seeking
intentions as measured by changes from pre to post intervention. The changes examined
will include changes in help seeking intentions across general help seeking, help
negation, formal and informal help seeking. Help seeking changes across individual help
sources will also be examined within the formal and informal help seeking sources
where the overall scale is significant in order to determine in more detail where these
changes have occurred. Determining which help seeking sources have had increased or
decreased intentions to seek help is important as help seeking is shaped by the
developmental processes of adolescence.
The means and standard deviations for the General Help Seeking Questionnaire preintervention and post-intervention are reported in Table 4 below.

74

Table 4
General Help Seeking Questionnaire (GHSQ) Means and Standard Deviations.
Variable

n

M (SD)

GHSQ Total

632

Pre= 36.70 (10.94)
Post= 37.45 (10.87)

GHSQ Informal

632

Pre= 17.91 (5.00)
Post= 17.71(5.57)

GHSQ Formal

628

Pre= 12.18 (5.34)
Post= 12.70 (5.70)

GHSQ1a- Partner

609

Pre= 4.28 (2.00)
Post= 4.41 (2.06)

GHSQ1b- Friend

625

Pre= 5.07 (1.62)
Post= 4.99 (1.69)

GHSQ1c- Parent

594

Pre= 4.99 (1.88)
Post= 4.85 (1.94)

GHSQ1d- Other Family Member

577

Pre= 4.10 (1.82)
Post= 3.97 (1.88)

GHSQ1e- Mental Health Professional

614

Pre= 3.84 (1.91)
Post= 3.91 (1.90)

GHSQ1f- Phone Help Line

626

Pre= 2.59 (1.65)
Post= 2.81 (1.75)

GHSQ1g- General Practitioner

607

Pre= 3.15 (1.81)
Post= 3.13 (1.80)

GHSQ1h-Teacher

605

Pre= 2.78 (1.56)
Post= 3.03 (1.66)

GHSQ1i- Someone Else

451

Pre= 2.17 (1.63)
Post= 2.35 (1.74)

GHSQ1jr- No One (Reversed)

596

Pre= 5.25 (1.84)
Post= 5.46 (1.85)
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The distributions of the GHSQ items and scales had acceptable skew especially
given the large sample sizes (Field, 2013). Therefore, the use of parametric tests was
appropriate (See Appendix B for more information). Two-tailed, paired samples t-tests
were used to compare the Total GHSQ, help negation, formal and informal GHSQ
scores pre- and post- intervention. The item I would seek help from no one (help
negation) was reversed and the GHSQ scores were calculated. Informal help seeking
scores were also calculated by summing the scores for partner, friend, parent and other
family member. Formal help seeking scores were calculated by summing the scores for
mental health professional, phone help line, general practitioner and teacher. Other than
for Total GHSQ a Bonferroni Adjustment for multiple comparisons was applied to all of
these t- tests. The significance levels used for each analysis are recorded below.
The two-tailed, paired samples t-tests revealed that Total GHSQ scores were
significantly greater post-intervention (t [631] = 3.01, p= .003, ) with a small
effect size (Cohen’s d =0.07). The Formal help seeking scores were found to be
significantly greater post- intervention (t (627) = 3.47, p= .001, ) with a small
effect size (Cohen’s d =0.09). Informal help seeking scores were not significantly
different post-intervention (t (631) = -1.56, p= .119, ). The reversed help
negation item I would seek help from no one was significantly greater post-intervention
(t (595) = 3.08, p = .002, ), with a small effect size (Cohen’s d = 0.11). The item
Someone else was also significantly greater post-intervention (t (450) = 2.52, p = .010,
) with a small effect size (Cohen’s d = 0.11). Of the 1982 surveys returned only
6 surveys nominated who they defined Someone else to be. These responses were
somebody on the street (n= 1), sport coach (n= 1), family friend (n= 1), online
counselling (n= 1), brother (n= 2).
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Two-tailed, paired samples t-tests were used to compare the individual item
scores within the formal help seeking category of the GHSQ pre- and post- intervention.
Phone Help Line (t (625) = 3.93, p = .000, ) and Teacher (t (604) = 4.81, p =
.000, ) were significantly different, both with small effect sizes (Cohen’s d =
0.13 and d= 0.16 respectively). General Practitioner (t (606) = -0.41, p = .685, )
and Mental Health Professional (t (613) = 1.32, p = .188, ) were not
significantly different post-intervention.
2.4.2

Knowledge and attitudes to mental illness scale-Part A (KAMIS-A).

Preliminary analyses.
Factor analysis: Knowledge and attitudes to mental illness scale-Part A
(KAMIS-A).
The Velicer’s Minimum Average Partial (MAP) Test (O’Connor, 2000)
identified that 3 factors should be extracted. Factor Analysis was used to examine the
factor structure of the KAMIS- Part A. Both Principal Axis Factoring and Principal
Component Analysis were performed using pre-intervention data (n= 1028) in order to
test the consistency of the factors across the two approaches. See Appendix C for more
information about this analysis.
Three factors were identified as outlined below in Table 5. Factor 1 is Attitudes
towards & knowledge of people with a mental illness. Factor 2 is Knowledge of Biological
Factors in Mental Illness. Factor 3 is Attitudes to Diagnosis.
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Table 5
Principal Component Analysis Factor Loadings, Reliability Statistics, % Variance
Explained and Corrected Item-Total Correlations for the Knowledge and Attitudes
About Mental Illness Scale- Part A (KAMIS-A).
Factors & Items

Factor 1- Attitudes towards & knowledge of people with a
mental illness

Reliability
(Cronbach’s
alpha)

% Variance
Explained
(Initial
Eigenvalues)

.82

21.17

KAMIS-A13r- People with mental illness cannot finish
their education
KAMIS-A14r- People with mental illness cannot work
KAMIS-A8r- Most people with mental illness commit
crimes
KAMIS-A6r- Adolescents cannot get a mental illness
KAMIS-A15r- People with a mental illness cannot get their
license
KAMIS-A25r- Only poor people have a mental illness
KAMIS-A7r- Most people with mental illness take drugs
and alcohol
KAMIS-A24r- You could tell someone has a mental illness
by looking at them
KAMIS-A12- People with mental illness can get better
KAMIS-A5r- Children cannot get a mental illness
KAMIS-A30r- Mental illness is rare
KAMIS-A1- Mental illness can happen to anyone
Factor 2- Knowledge of Biological Factors in Mental Illness

.52

.84

KAMIS-A20r- Mental illness is over diagnosed in children
KAMIS-A21r- Mental illness is over diagnosed in
adolescents
KAMIS-A22r- Mental illness is over diagnosed in adults
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Loadings

.61

.74

.58
.53

.71
.66

.49
.49

.59
.59

.47
.48

.59
.61

.46

.55

.34
.42
.39
.35

.47
.52
.46
.44

.32

.63

.38
.26

.65
.50

.27

.53

.23

.42

.17

.33

.64
.75

-.82
-.91

.70

-.87

10.15

KAMIS-A9- You are more at risk of getting a mental
illness if you use drugs or alcohol
KAMIS-A10-There are genetic risks to mental illness
KAMIS-A4-Mental illness involves chemical changes in
the brain
KAMIS-A11-There are genetic risks to alcohol and drug
addiction
KAMIS-A16-Some people with mental illness have to be
on medication for the rest of their lives
KAMIS-A26-Getting treatment early is important for a
mental illness
Factor 3- Attitudes to Diagnosis

Corrected
Item-Total
Correlations

9.38

Validity analysis of KAMIS-A.
Following the factor analysis correlations between the KAMIS-A and GHSQ
were performed for pre-intervention and post-intervention scores. Normality plots were
produced and revealed that there were 4 outliers. These outliers were deleted and then
the following analyses were performed.
At pre-intervention Pearson correlations were performed. There were no
significant correlations between the Total GHSQ and the 3 KAMIS-A factors. Informal
GHSQ was significantly correlated with KAMIS-A Factor 2 (r (942) = .07, p= .035),
however, Factors 1 and 3 were not significantly correlated with Informal GSHQ.
Neither Formal GHSQ nor help negation (reversed) (I would not seek help from
anyone) were significantly correlated with any of the KAMIS-A factors.
At pre-intervention Kendall’s Tau-b correlations were performed. Total GHSQ,
Informal GHSQ and Formal GHSQ are all significantly correlated with KAMIS-A
Factor 2 (τ = .049, p= .034, two-tailed, N= 944; τ = .05, p= .026, two-tailed, N= 944;
and τ = .06, p= .018 two-tailed, N= 943 respectively) but not Factors 1 or 3. Help
negation (reversed) (I would not seek help from anyone) was not significantly correlated
with any of the KAMIS-A Factors.
At post-intervention Pearson correlations were performed. Total GHSQ scores
were significantly correlated with KAMIS-A Factor 2 at post-intervention (r (739) = .08,
p= .022) but not Factors 1 or 3. Informal GHSQ was significantly correlated with
KAMIS-A Factor 1 at post-intervention (r (740) = .09, p= .021) but not Factors 2 or 3.
Formal GHSQ was significantly correlated with KAMIS-A Factor 2 at post-intervention
(r (738) = .09. p=.016) but not Factors 1 or 3. Help negation (reversed) (I would not
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seek help from anyone) was significantly correlated with KAMIS-A Factor 1 at postintervention (r (712) = .08, p= .030) but not Factors 2 or 3.
At post-intervention Kendall’s Tau-b correlations were performed. Total GHSQ
scores were not significantly correlated with any of the KAMIS-A Factors at postintervention. At post-intervention Informal GHSQ was significantly correlated with
KAMIS-A Factor 1 (τ= .06, p= .017, two-tailed, N= 742) but not Factors 2 or 3. Formal
GHSQ scores were significantly correlated with KAMIS-A Factor 2 (τ = .06, p= .036,
two-tailed, N= 740) but not Factors 1 or 3 at post-intervention. Help negation reversed
(I would not seek help from anyone) was significantly correlated with Factor 1 (τ = .11,
p= .000, two-tailed, N= 714) and Factor 3 (τ= .07, p= .022, two-tailed, N= 679).
These correlations need to be interpreted with caution. While many of the
correlations are significant they are small in magnitude, indicating little association.
Consequently for the remainder of this study these correlations were interpreted as
showing no association.
Preliminary analyses.
Analysis of continuers versus non-continuers to post-intervention surveys.
The continuers and non-continuers were compared at pre-intervention on their
KAMIS-A Factor and total scores using independent samples t-tests. The means and
standard deviations for these variables are presented in Table 6.
Testing revealed that the underlying assumptions of the independent samples ttest were either met or degrees of freedom were adjusted (See Appendix B for more
information). The Total (t (393.12) = -5.60, p= .000), Factor 1(t (418.26) = -5.59, p=
.000) and Factor 2 scores (t (449.43) = -2.86, p= .004) were significantly higher at pre-
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intervention for the Continuers than the Non-Continuers. The effect size for the
difference in the Total KAMIS-A scores was moderate (Cohen’s d= 0.46). The Factor 1
difference was also moderate (Cohen’s d= 0.44). The Factor 2 effect size was small
(Cohen’s d= 0.22). There was no significant difference between the 2 groups on Factor 3
KAMIS-A.
Table 6
Means and Standard Deviations of KAMIS-A Total and Factors of Participants Who
Continued In The Study Beyond Pre-intervention and Those Who Did Not Continue.
Measure

Total KAMIS-A

Factor 1 KAMIS-A

Factor 2 KAMIS-A

Factor 3 KAMIS-A

Group

n

Mean (SD)

Non-Continuer

290

77.37 (13.12)

Continuer

710

82.04 (8.55)

Non-Continuer

290

48.39 (8.89)

Continuer

710

51.60 (6.44)

Non-Continuer

289

20.18 (4.32)

Continuer

710

21.00 (3.50)

Non-Continuer

274

9.40 (2.33)

Continuer

704

9.52 (2.39)

Tests for influence of age, gender, previous experience with mental health
professionals on knowledge and attitudes scores.
ANOVAs were conducted to test for possible influence of age on the total score
(KAMIS-A Factors 1, 2, 3 summed) and each factor of the KAMIS-A and a Bonferroni
Adjustment for multiple comparisons was applied using SPSS to the pairwise
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comparisons. The age categories were 13-14 year olds, 15 year olds, 16 year olds and
17-18 year olds. The ages were examined with the 13-14 year old categories collapsed
into one due to the small sample size in the 13 year old group. The same method was
also applied to the 17-18 year old group as there was an inadequate sample size of 18
year olds. It was found that there was no significant influence of age on Total KAMIS-A
scores (F (1, 649) = 41.32, p= .140), Factor 1 (F (1, 649) = 53.56, p= .395), Factor 2 (F
(1, 648) = 25.05, p= .065) or Factor 3 (F (1, 620) = 13.12, p= .511).
ANOVAs were conducted to test for possible influence of gender on various
scales of the KAMIS-A and a Bonferroni Adjustment for multiple comparisons was
applied using SPSS to the pairwise comparisons.. It was found that there was no
significant influence of gender on Total KAMIS-A (F (1, 650) = 0.27, p= .709), Factor 1
KAMIS-A (F (1, 650) = 0.45, p= .857), Factor 2 KAMIS-A (F (1, 649) = .06, p= .831)
and Factor 3 KAMIS-A (F (1, 622) = 16.24, p= .796).
However, the pair wise comparisons for gender and KAMIS-A Total score were
significant at pre-intervention (p= .006) but not post-intervention. The pair wise
comparisons for gender and Factor 1 KAMIS-A were significant at both pre-intervention
(p= .000) and post-intervention (p= .024).
ANOVAs were conducted to test for possible influence of whether the young
person has previously seen a mental health professional (GHSQ 2a) on various scales of
the KAMIS-A, and a Bonferroni Adjustment for multiple comparisons was applied using
SPSS to the pairwise comparisons.. It was found that there was no influence of (GHSQ
2a) on Total KAMIS-A (F (1, 650) = 15.30, p= .667), Factor 1 KAMIS-A (F (1, 650) =
18.17, p= .467), Factor 2 KAMIS-A (F (1, 649) = 8.98, p= .949) and Factor 3 KAMIS-A
(F (1, 621) = 2.01, p= .917).
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Hypothesis testing.
Testing of hypotheses 2 & 3.
2. There will be a significant improvement in knowledge about mental health
problems amongst the young participants, as measured by changes from pre to
post-intervention.
3. There will be a significant decrease in stigma as measured by changes from pre
to post-intervention.
The distributions of the KAMIS-A factors had acceptable skew especially given
the large sample sizes (Field, 2013). Therefore, parametric tests were deemed to be
appropriate (See Appendix B for more information).
Two-tailed, paired samples t-tests were used to compare the Total (combined
Factors 1, 2 and 3), Factor 1, Factor 2 and Factor 3 KAMIS-A scores pre- and postintervention. Other than for Total KAMIS-A a Bonferroni Adjustment for multiple
comparisons was applied to all of these t- tests. The significance levels used for each
analysis are recorded below. Cohen’s d effect sizes were also calculated for these
analyses. The means and standard deviations are reported in Table 7.
The Total KAMIS-A scores were significantly reduced post-intervention
compared to pre-intervention (t [652] = 7. 96, p= .000, ) with a small to moderate
effect size (Cohen’s d= 0.32). Scores on Factor 1 were significantly reduced postintervention compared to pre-intervention (t [652] = -8.72, p= .000, ) with a
small to moderate effect size (Cohen’s d= 0.33). Factor 2 was also significantly reduced
post-intervention compared to pre-intervention (t (651) = -6.67, p= .000, ) with
a small effect size (Cohen’s d= 0.25). Scores on Factor 3 significantly increased post-
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intervention compared to pre-intervention (t (623) = 4.06, p= .000, ) with a
small effect size (Cohen’s d= 0.15).
Table 7
Impact of Theatre Intervention on Knowledge and Attitudes About Mental Illness ScalePart A (KAMIS-A) Means, Standard Deviations and Cohen’s d Effect sizes (preintervention to post-intervention).
Variable

n

M (SD)

Factor 1- Knowledge & Attitudes- People with
Mental Illness

653

Pre=51.63 (6.43)
Post=49.12 (8.90)

Factor 2-Knowledge of Biology of Mental
Illness

652

Pre=20.94 (3.49)
Post=20.00 (4.12)

Factor 3- Attitudes to Diagnosis

624

Pre=9.56 (2.35)
Post=9.94 (2.71)

KAMIS-A Total

653

Pre= 82.05 (8.51)
Post= 78.63 (12.95)

Discussion of the results of this study will be presented in Chapter 4. The effect
of the intervention on knowledge and attitudes towards mental health issues will be
further explored in Chapter 3, via a qualitative exploration of the effects of the
intervention and youth help seeking in general.
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Chapter 3
Study 2: Qualitative Exploration of
Forum Theatre for Adolescent Mental
Health Promotion and Youth Help
Seeking Facilitators
This chapter presents the qualitative evaluation of the Forum Theatre
intervention for mental health promotion. The aims and methods of the study are
discussed, along with presentation of themes from the student and staff focus groups
and interviews relating to the effectiveness of the Forum Theatre intervention and the
factors relating to this and the facilitators of help seeking in young people. The help
seeking sources endorsed by young people were also collated and are presented as a part
of this study. Due to the complementary nature of the 2 studies the discussion and
conclusions will be presented in a separate chapter (Chapter 4) combined with Study 1.

3.1

Aims

The aims of this study were to: (1) Determine the program components most likely to
assist young people to engage with mental health information, and facilitate early help
seeking most effectively, (2) Determine if the group intervention style increases the
intention to seek appropriate help for mental health problems. That is, does it increase
the likelihood of positive social support for help seeking due to group subjective norm
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establishment? (3) Further explore facilitators of help seeking in young people.

3.2

Methods
3.2.1

Theoretical background .

The method used in this study was Interpretative Phenomenological Analysis
(IPA). IPA is a qualitative research methodology that arose from Husserl’s
philosophical phenomenology, Heidegger’s hermeneutics and idiography. The approach
was developed for psychology research in order to broaden the lens of research from the
usual focus of population mean level to the individual level. IPA aims to explore and
understand the subjective meanings of individual experience rather than to produce the
objective quantitative measurement that psychology usually concerns itself with. IPA is
a flexible, primarily inductive approach in that it does not aim to test hypotheses formed
from the existing literature, rather it aims to allow the meanings to arise from the data at
the individual level. However, it is flexible enough to allow for some use of the existing
literature to assist with interpretation of novel themes arising from the data. In addition
to this, IPA is stated to be ‘interrogative’ (Smith, 2004, p.43) and has commonalities
with mainstream psychology as it was designed to enhance and dialogue with
mainstream psychological research rather than being completely separate to it. When a
researcher uses IPA the results of the study are subsequently discussed in conjunction
with the existing psychological literature both to assist with another potential layer of
interpretation but also to enrich and contribute to psychological theories (Smith, 2004;
Smith

& Osborn, 2004).
As much as IPA uses participant perspectives as its basis, the approach also

states that this is impossible to achieve without interpretative work by the researcher to
understand the meanings of the words of participants. In fact Smith (2004) has stated
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that from the position of IPA, ‘The participant is trying to make sense of their personal
and social world; the researcher is trying to make sense of the participant trying to make
sense of their personal and social world.’ (p. 40)

Another characteristic of IPA is that it is concerned very specifically with the
individual, rather than attempting to quickly move to overall common themes in the data
across the group/population being studied. General statements about overall group
characteristics are only very cautiously made when using IPA, and only while taking
into account the cultural and other contextual factors of the research (Smith, 2004;
Smith & Osborn, 2004). The premise of IPA is that individual differences in the
interpretation of experience can be vast, and be formed by many factors such as,
individual personality characteristics, life experience and individual motivations (Smith,
2004; Smith & Osborn, 2004). Smith (2004) has stated that ‘one should be able to learn
something about both the important generic themes in the analysis, but also about the
life world of the particular participants who have told their stories.’ (p.42). In fact,
Smith (2004) also stated that examining the detail of individual cases actually ‘also
brings us closer to significant aspects of a shared humanity’ (p.43), which also links the
approach back to Husserlian phenomenology (Smith, 2004).

Smith and Osborn (2004) state that IPA is particularly useful for research where the
issue being researched is novel or under-researched and where the phenomenon being
examined is complex and ambiguous and the researcher wishes to examine change
processes.
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3.2.2

Participants and recruitment procedure.

Student focus groups.
Focus groups were conducted with 58 students in total in sub-groups of students,
in a total of 12 sub-groups of students. There were between 1 and 8 participants per
group. Only 1 student was interviewed by themselves as no other students from this
school attended the group. Specific consent was sought and given by this student for this
arrangement. These focus groups were conducted at the students’ schools. There was 1
group per participating school, where this could be arranged, except for 1 school who
participated in both a conference style intervention and then a school based intervention
and a group of students were interviewed from this school after each intervention. In
total there were 12 focus groups of students interviewed. The mean length of these focus
groups was 28.82 minutes, with a range of 11.28 minutes (1 student only) to 46.06
minutes. These groups were from 6 NSW Public High Schools, 2 Catholic Education
Office Schools, 1 independent Christian school, 1 independent school and 1 independent
alternative education facility.
The students were selected by the schools from students who specifically
consented to the focus groups, with selection often being led by issues of convenience.
Due to low numbers of males in the initial focus groups, schools were later requested to
attempt to equally represent males.
Analysis of focus group participants versus other continuers to post-intervention
surveys.
Due to the selection methods of the students in the focus groups there is a risk of
bias in this study. Therefore, the student focus group participants were asked to complete
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the quantitative research measures again at the beginning of the focus group, and 57 of
the 58 participants did so. The focus group participants were compared to the other
continuers in the study in order to determine if they were significantly different to the
other continuers. A summary of this analysis is presented here and the full analysis is
available in Appendix D.
An independent samples t-test (2-tailed) was used to compare the mean ages of
the two groups and there was no significant difference between the groups. A Pearson’s
chi-square test of contingencies (α= .05) was used to assess whether there was a
significant difference between gender (male and female) distributions of the focus group
participants and other continuers. There was no significant difference between the 2
groups on gender.
Independent samples t-tests (2-tailed) were performed to compare the focus
group participants compared to the other continuers at Time 1 on help negation, formal
help seeking, informal help seeking and total help seeking as measured by the GHSQ.
There were no significant differences on any of these scales.
The focus group participants and other continuers were compared at Time 1 on
their KAMIS-A Factor and Total scores using Independent samples t-tests (2-tailed). The
Factor 3 scores (t (62.66) = -2.05, p= .044) were significantly higher at Time 1 for the
Focus group than the other Continuers. The effect size for the difference in the Factor 3
scores was small to moderate (d= 0.32). There were no other significant differences for
the KAMIS-A Total scores, Factors 1 or 2 between the focus group participants and the
other continuers. An Independent Samples Mann-Whitney U Test was also performed
and there were no significant differences found between the focus group participants and
the other continuers on any of the KAMIS-A scales.
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School staff interviews or focus groups.
Focus groups or individual interviews with mostly teachers but also a small
number of school counsellors and school support officers who were in attendance at the
intervention were conducted. In total 20 school staff were interviewed across 11 groups
or individual interviews. These focus groups or interviews were conducted at the
workplace of the participants. The mean length of these interview/focus groups was
31.64 minutes with a range of 13.17 to 39.43.These staff were from 2 NSW Public
Schools, 2 Catholic Education Office Schools, 1 independent Christian school, 1
Independent School and 3 independent alternative education facilities.
3.2.3

Procedure

The focus group/interview questions were specifically designed for this study, to further
explore aspects of the drama intervention, the helpfulness or unhelpfulness of these in
engaging the young people and effecting change in knowledge, attitudes and behavioural
intentions to seek help if needed. Separate questions were designed for both the students
and the teachers or school counsellors who attended the intervention. The questions used
for both the students and staff are available in Appendices E and F.

The questions were designed to elicit the participant’s perspectives on the
effectiveness of the approach and specifically what aspects of this were helpful and
unhelpful as per the research questions and the facilitators of help seeking.

In line with IPA the interview/focus group questions were designed to initially
allow an open ended exploration of the participants’ experiences and views of the
theatre intervention and help seeking, in order to not place preconceived ideas and
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limitations on the exploration by the participants. These were followed up by gentle
probing by the researcher in order to clarify and further develop the accounts of the
participants’ experiences. Later in the interview schedule some specific questions were
used to explore the participants’ ideas about specific aspects of the intervention and help
seeking that have previously been shown in the literature to effect the outcome of
mental health promotion/health behaviour change in young people. The researcher also
sometimes introduced probing questions in later interviews/groups based on early
interview content to assist with ascertaining whether the theme emerging from the
earlier interviews were relevant to subsequent participants.
Additionally the researcher adopted a flexible approach to the use of these
questions during the interviews/focus groups. Prior to the interviews starting the
researcher stated to participants that although there was a specific set of questions the
aim was to generate conversation and the participants were directed to discuss whatever
was arising for them at the time regardless of whether it related to the specific question
being asked. It was common that subsequent questions would already have been
covered during conversation and, therefore, participants were just asked if they had
anything to add on these points. Also, it was common that participants would further
elaborate on previous questions during the discussion of others, or that a question would
prompt a divergent line of thought. The researcher allowed for this flexibility by
allowing the conversation to continue unabated as long as it had some relevance to the
topics being explored.
Although the questions were focussed mostly on the experience of the theatre
intervention and help seeking in general, in some early interviews, some of the young
people shared personal information about their own experiences of mental health issues
in themselves. Due to this, prior to the interview starting, the researcher stated that
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although personal information was not being sought, the interviewer was happy to
receive this information as long as the young people first considered whether they felt
comfortable disclosing this information in front of the group. This was done due to
ethical concerns regarding potentially impulsive disclosure of personal information in
front of peers.

3.2.4

Analysis.

The focus groups and individual interviews were audio recorded and were
transcribed verbatim either by the researcher, or were accuracy checked against the
audio recordings by the researcher. QSR Nvivo 11 (QSR International, 2016) was used
to thematically analyse the data. Nvivo 11 is a software package that assists with coding
and organising qualitative data.
IPA was used to analyse the transcripts initially. Deductive coding was then
utilised to assist with comparison of the responses to the existing theories and factors
related to help seeking.
The analysis was completed similarly to the methods outlined in (Pietkiewicz &
Smith, 2012; Smith, 2004; Smith, Jarman, & Osborn, 1999; Smith & Osborn, 2004).
Smith (2004) stated that ‘One cannot do good qualitative research by following a
cookbook. The suggestions I make are only that- suggestions to be adapted and develop
by researchers, and what determines the quality of the outcome is the personal analytic
work done at each stage of the procedure.’ (p.40)
One individual transcript was reviewed at a time. Each transcript was first read
approximately 2 to 3 times. Large chunks of text that appeared to contain interesting
ideas were then coded in vivo, that is, without attaching names to the emerging
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ideas/themes initially. The themes were also coded across the questions particularly as
the interview schedule was flexibly used. The researcher was careful to retain as much
surrounding text as possible at this stage of the analysis, to prevent the loss of the
meaning/context of the quote. After this was done there was an attempt to group each of
these sections of text under emerging themes. Excerpts of text that did not seem to easily
group into a theme were kept without titles at this stage. The same process was followed
for each subsequent transcript, except that where similar themes were emerging these
were sometimes grouped under the initial emerging themes. However, the researcher
often also continued to code the text in vivo for some ideas that seemed similar to
previous emerging themes, to ensure that premature conclusions were not reached about
these excerpts. Later these were reviewed and if appropriate were placed under the
existing themes. Sometimes these developed into sub-ordinate themes within the main
themes.
In vivo coding was also undertaken for any new ideas emerging from subsequent
transcripts and the same process as described above was undertaken for these themes.
The researcher also then reviewed all earlier transcripts to review for evidence of these
newly discovered themes and placed the appropriate excerpts under these themes. The
researcher took care to retain any cases/ideas that were divergent from the majority in
order to retain and be able to report the diversity of experiences.
Additionally, any interesting ideas that did not seem to fit into the emerging
themes were retained as miscellaneous themes, which were reviewed later. Some of
these were then placed into existing theme structures or new themes were created. Also,
some of these were dropped from the analysis due to lack of sufficient evidence for the
theme.
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The overall theme structure was reviewed and refined several times resulting in a
structure of superordinate and subordinate themes. A narrative account of the themes
was then written, during which the researcher continued to review the transcripts as
needed and review the theme structure. The student and staff perspectives were initially
analysed separately but due to the convergence of the themes the results have been
presented together below. Any differences between students and staff have been made
clear in the text of the results.

3.3

Results
3.3.1

Themes regarding the intervention.

There were 8 main themes and various sub-themes resulting from the analysis. The
main themes arising from the focus groups and interviews are discussed below and are
also represented below in Table 8.
See Appendix G for further quotes from research participants for all themes.
The student and staff perspectives were initially analysed separately but due to the
convergence of the themes across these groups these have been discussed together. The
major differences between the student and staff perspectives are as follows. The subthemes that were discussed primarily or exclusively by school staff are as follows:
-

Tailoring the intervention or management strategies to specific ages or year

groups to cater for their specific developmental needs.
-

Although both students and staff saw the confronting nature of the intervention

beneficial, the management strategies of this risk/benefit balance, in particular the use of
extra staffing and active engagement of staff was discussed exclusively by school staff.
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-

Although students strongly identified the intervention approach as engaging they

did not specifically identify that it was particularly useful for difficult to engage young
people. However, this was a strong sub-theme amongst school staff.
-

Additionally the intervention being particularly good for engaging male students

was not mentioned by the students but was mentioned by staff. However, there is
evidence in the comments from male students to suggest that it was engaging for male
students.
-

The sub-theme of the theatrical nature of the intervention making a safe space

for the students to experiment with new strategies in a low risk environment was
exclusively discussed by staff members.
-

Methods and perceived importance of giving the students written information to

take away with them was exclusively discussed by staff.
-

How to embed further discussion within school life/curriculum/teaching was

almost exclusively discussed by the school staff. However, the students did touch on
this in various ways as discussed below in the full theme discussion.
-

The sub-theme of the students having a better relationship with self after the

intervention (less self-stigma) was exclusively discussed by school staff.
-

The sub-theme of the amount of actual help seeking change being hard to gauge

was primarily discussed by staff.
-

The actors having become very good at derailing potential solutions after having

a lot of practice, thus, making it very difficult for students to solve the issues and
resolve the scenes was exclusively discussed by school staff.
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-

The fact that extended discussion prior to replaying each scene led to better

outcomes was exclusively discussed by school staff.
-

Suggestions to assist with the positive resolution of scenes were almost

exclusively discussed by school staff.
The sub-themes that were discussed primarily or exclusively by students are as follows:
-

The portrayal of the issues not being sanitised being helpful and engaging was

exclusively stated by students.
-

The students stated that the intervention assisted them to better understand the

causes and development of mental illness; and the way that social issues interact with
mental illness, drug addiction and homelessness compared to other education that they
have received.
-

The suggestions for further stigma reduction and building of hope were

primarily suggested by students and these were related to the discussion of lived
experience. Whereas, when these were discussed by staff they focussed on information
giving strategies.
-

The suggestion that it is important to target the story in the intervention to

specific help seeking sources and show this help seeking taking place was exclusively
discussed by students.
Most of the differences in perspective discussed above appear to be additional
information that the other group had not specifically thought about and generated in the
discussion. It is unclear if students and staff would agree or disagree if presented with
each other’s additional perspectives as this was not possible as a part of this study. More
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information about the similarities and differences in the student and staff perspectives
are provided below in the discussion of each theme.
Theme 1: Age appropriate.
This theme identified that the intervention was age appropriate and that it was
seen as being very relevant and non-directive. In addition to this it was stated that the
varied developmental needs of different age groups could be taken into account via
adjustment of the intervention. Age appropriateness was seen as being enhanced by the
interaction with peers, the use of young actors and the use of audience members as
replacement actors.
Realistic and relevant.
Both students and school staff stated that they thought the themes and issues in the
intervention were realistic and relevant to high school students. However, a small
amount of staff members thought that some of the issues were more extreme than was
realistic.
One staff member put this issue in context well within the theatre approach and reaching
the widest range of young people possible.
They were fairly realistic situations that…The issue that you’ve got is so
extreme that some of the kids are not going to identify, so you have to do it in a
way that it is extreme but there’s still issues that every kid faces anyway. So it’s
quite a balancing trick….You’ve got your parent thing happening. And everyone
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Table 8
Themes and sub-themes- student and staff perspectives combined.
Theme 1: Age Appropriate
-Realistic & relevant
-Value of young actors
-Non-directive- gave young people a voice
-Audience members as replacement actors
-Interaction with peers
-Varied developmental needs
Theme 2: Benefits and risks of the confronting nature of the intervention
-Feeling uncomfortable in some parts of the drama
-Concern based on lack of experience of approach
is helpful
-Active debriefing process
-Staffing levels, type and active engagement of staff
Theme 3: Engaging nature of interactive learning, humour and issues not sanitised
-Entertaining, original and not boring
-Humour useful for engagement & lightening the
-More engaging than other theatre based approaches mood to create a less threatening environment
-Don’t switch off
-Need to moderate humour
-Useful for difficult to engage students
-Portrayal of issues not sanitised
-Entertaining approach motivated students to attend -Engaging for males
Theme 4: Knowledge and strategies more effectively learnt
-Interaction leads to better learning and retention of -Modelling & testing out strategies in a safe
information & strategies
environment
-Provides opportunities for practical reflection,
-Need for modelling of strategies post-development
problem solving & modelling
of mental health issues
-Highlighted lived experience, causes & gradual
-Information Stalls/Provision of written information
development of issues
-Interaction provides opportunities for engagement
& reflection after the intervention
Theme 5: Awareness raising, students talked about it & how to embed in teaching
-Awareness raising opportunity
-Students continued to talk about it afterwards
-How to embed further discussion within school life/curriculum/teaching
Theme 6: Improved relationships with self or others-stigma & attitude change
-Better relationships between students after the
Factors affecting attitude change:
intervention
-venue & event style
-Better relationship with self after intervention
-follow up & other mental health promotion
-More “real” understanding of development/impact -intervention characteristics
of mental health issues
-Suggestions for further stigma reduction
Theme 7: Help-seeking-change and potential for change
-Actual help seeking change apparent but hard to
-Target sources where help seeking is desired
gauge overall
-Moderate inappropriate behaviour of teacher
-Reflection on help negation
character
-Discussion with and between students after
-Help seeking from friends and the dilemmas this
intervention potentially enhanced help seeking
presents should be explored explicitly
Theme 8: Dynamics of interactive nature of approach/dynamics of replays
-Interaction universally seen as positive
Suggestions to assist with positive resolution of
-Emotional impact of drama approach
scenes:
-Flexibility of the approach is seen as helpful
-Ideas to use during replays:
-Number of replays and whether all scenes need to
Suggestion cards
be solved
Appropriate use of adult input
-Actor versus audience dynamic
-Ideas to use at the end of the show
-Humour needs to be moderated
Discussion/debriefing or follow up activities
-Extended discussion leading to more positive
resolution of scenes
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has that to some degree, like you know, the issue with the adult authority.
You’ve got the teacher thing happening. And the peer yeah. (School Staff
Member)
Non-directive- gave young people a voice.
Both students and school staff felt that the approach was age appropriate for
adolescents. Staff stated that they felt that the approach gave the students “a voice” of
their own. The students and staff felt that the fact that the approach was non-directive
and did not tell the students what to do was very age appropriate. Both students and
staff felt that this served to increase the utility of the approach as adolescents will often
not listen to advice from adults and the fact that the strategies were generated by the
students meant that they would be more likely to take up the strategies for future use.
Interaction with peers.
The students and staff stated that the fact that the strategies were generated while
interacting with a group of their peers meant that the approach was more effective for
adolescents. School staff stated that adolescents operate more effectively in a group of
peers rather than if they are with their parents. For example, it was suggested that
parents may also benefit from the intervention but that the attendance of parents may
inhibit the interaction of the adolescents with the approach and content of the
intervention.
Value of young actors.
Both staff and students felt that the fact that the actors were young also increased
the effectiveness of the approach for adolescents. The students stated that the actors
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being young made them more “relatable”. One teacher stated that he thought just the
fact that the intervention was a group of young people reinforcing the messages being
taught in class was useful.
Audience members as replacement actors.
Both the students and staff felt that utilising audience members to replace some
of the characters during the replays of scenes was very age appropriate and effective.
Students stated that they liked seeing their peers and teachers up on stage replaying
scenes and trialling using different strategies and they stated that they would like to see
more of this.
Varied developmental needs.
Another aspect of age and developmental stage that needs to be considered is
that different age groups of adolescents have varying needs. It was suggested by school
staff that it would be helpful to tailor the intervention and/or management strategies
during the intervention to the specific age/year group. It was noted by Mind Blank Inc.
staff, the researcher (via observation of the intervention during quantitative data
collection) and school staff that Year 9 students (approximately 14-15 year olds)
especially tended to be more disruptive and less likely to offer useful suggestions in
replays.
Theme 2: Benefits and risks of the confronting nature of the intervention.
This theme identified the benefits and risks of the confronting nature of the
intervention. Overall the students and staff felt that although the intervention is quite
confronting, this is actually beneficial. However, school staff stated that this needs to be
managed by taking into account staffing levels and having staff available to assist
students who become distressed. It was noted that an improvement to the intervention
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would be to routinely provide an active debriefing process directly after and in the
weeks following the intervention.
Feeling uncomfortable in some parts of the drama is helpful.
Staff identified that they felt that the approach is beneficial. However, it is
acknowledged that it is quite confronting and has potential to trigger students who
identified strongly with the content. Some students also identified that although at times
the drama made them feel uncomfortable that this was actually beneficial as it made
them think more.
The confronting nature of the intervention was not seen as necessarily
detrimental by school staff, but something to be taken into account when identifying
staffing levels and type.
Staffing levels, type and active engagement of staff.
This sub-theme was exclusively discussed by school staff. It was identified that
it would be helpful for staffing levels to be increased from minimum numbers to ensure
that staff are able to give individual attention to students who become distressed and
need assistance. It was also identified that staffing type would need to be considered. It
was generally seen as helpful to have school counsellors, year advisors, pastoral care
coordinators or others who have a welfare aspect to their role as a part of the staffing
attending the intervention. These staff could more helpfully engage the students in
discussions around their needs and then follow these up after the intervention.
Additionally, it was noted by school staff that generally having the active interest of the
staff who attend the intervention would be helpful, rather than simply a supervisory and
behaviour management role. This was particularly noted in schools where this did not
occur as effectively. The school staff also felt that having an ongoing relationship
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between the students and staff attending the intervention would be most helpful to
ensure follow up both for students who need this and to further discuss and develop the
ideas and strategies raised in the intervention.
Concern based on lack of experience of approach.
However, school staff noted that much of the concern regarding trigger potential
was based on the fact that the approach and how the content would be dealt with was
previously unknown. Staff who noted initial concern about the trigger potential of the
intervention stated that they were generally more at ease with this following seeing the
intervention first hand. This included staff of alternative education facilities where the
adolescents generally have some form of social disadvantage and/or mental health issue.
Staff members of all types of schools noted that they did and would continue to pay
attention to supporting their students during and after the intervention, but they were
more at ease after having seen the approach first hand.
Active debriefing process.
Along with the ability to provide personal debriefing and assistance to students
who become distressed, it was seen by students and staff as beneficial to have an active
debriefing process following the intervention as part of the process for all students
attending the intervention.
This will be discussed further in Theme 5 which discusses how to further embed
the intervention into the general curriculum and school environment in order to gain
maximum benefit from the intervention.
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Theme 3: Engaging nature of interactive learning, humour and issues not
sanitised.
This theme explores student engagement with the intervention noting that the
entertaining nature of the intervention and especially the humour were particularly
useful. It was noted that the approach was particularly good for ensuring the students
were very engaged, particularly the students who are generally much more difficult to
engage in mental health promotion activities, including males. It was also noted by
students that the fact that the issues were not santised was also especially beneficial.
However, the need to moderate the humour to avoid making light of the serious issues
was noted.
Entertaining, original and not boring.
The intervention approach was generally well received by all students and
school staff. Some students stated that when they spoke with their parents about it their
parents expressed that they thought the approach sounded helpful.
One of the main positives discussed by students and staff was the fact that being
part of the intervention was an enjoyable and engaging experience. It was stated by one
School Staff member that they felt that the novelty and originality of the approach made
it very engaging.
With rare exceptions the audience of both students and school staff stated that
they were very engaged by the approach. Both the students and staff stated that they
found this intervention approach much more engaging, enjoyable and not boring
compared to other approaches that they have been exposed to.
More engaging than other theatre based approaches.
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Some students and staff had been exposed to another theatre based social change
/mental health promotion approach which comprises a play about a social issue and the
opportunity to have a discussion about it afterwards. Those students and staff who had
been exposed to this approach stated that they found the interactive nature of Forum
Theatre a lot more engaging and helpful than this other approach.
Don’t switch off.
Students and staff stated that with other approaches the students have a tendency
to “switch off” but that this is not the case with the Forum Theatre approach. School
staff observed that even if the students were not contributing to the replay discussion
directly they were discussing it amongst themselves.
Useful for difficult to engage students.
It was noted by school staff that often students at alternative school facilities are
difficult to engage in learning and this approach was seen as useful for these students
because of the engaging nature of the intervention.
Entertaining approach motivated students to attend.
One alternative school staff member stated that they had taken their group to the
intervention as a last minute arrangement as when the students found out about the
approach the students had actively asked to be included in attending the intervention. It
was observed by school staff that these students were engaged with the approach in a
variety of ways.
Another aspect of the positive use of humour in the approach was that students
and staff both stated that it motivated students to attend. When the humorous and
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entertaining nature of the intervention was not communicated during the marketing
phase some students chose not to attend the intervention.
Humour useful for engagement and lightening the mood to create a less
threatening environment.
It was noted that engagement in the approach for difficult to engage students
was often via the use of humour. One staff member noted that their students had joked
about the intervention afterwards but this was not seen as a bad thing as they felt this
was the way these students can best engage with the content in a less threatening way.
Humour was one of the most talked about aspects of engagement with the
intervention. This aspect of the approach assisted with lightening the mood of the
intervention. Many students and staff reported believing beforehand that the
intervention content might be quite dark and depressing but that they did not feel this
was the case due to the humour.
Need to moderate humour.
It was also noted by staff and students that the humour needs to be moderated
and staff stated that if too many silly suggestions from the audience are used during the
replays this could have the effect of disrespecting or making light of mental health
issues. However, the fact that when well moderated the humour was not seen as being
offensive is demonstrated in the comments of many students and staff
The need to moderate humour is discussed in more detail in Theme 8.
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Portrayal of issues not sanitised.
The students stated that the fact that the issues portrayed in the intervention were
not sanitised was very helpful and engaging. The students stated that they liked that the
actors did not “sugar coat” the content.
Students also stated that the fact that the actors swore at appropriate moments in the
intervention made the intervention seem more realistic and relatable. However, some
staff members, notably those from Christian based schools, stated that they felt that the
swearing in the intervention was not necessary for the intervention to be effective. This
was in contrast to the students in these schools, some of whom specifically stated that
this aspect of the intervention was particularly helpful.
Engaging for males.
Some staff members also specifically stated that they believed that the approach
was particularly useful for engaging males in mental health promotion, as boys are often
challenging to engage in discussions about mental health and wellbeing.
There is evidence throughout the quotes from school staff and male students that
suggest that this approach is indeed engaging for males and in many instances lead to
them reflecting and/or acting on their own situations differently.
Theme 4: Knowledge and strategies more effectively learnt.
This theme identified the perception that knowledge and strategies were more
effectively learnt and retained with the use of this approach compared to other
approaches. This was seen as being due to the interactive nature of the approach which
provides opportunities for reflection, problem solving, the modelling and testing of
strategies in a safe environment and the highlighting of the lived experience of mental
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health issues, including the causes and gradual development of these. Other factors
noted to be of assistance were the provision of extra written information, and the fact
that the interactive approach provides opportunities for engagment and reflection about
the presented issues after the intervention.
Interaction leads to better learning and retention of information and strategies.
Young people and staff felt that the students learnt more from the intervention
than other approaches to mental health promotion. Students and staff also stated that
what they learnt was more likely to be remembered due to the interactive nature of the
approach.
Provides opportunities for practical reflection, problem solving and modelling.
One of the strengths of the approach noted by both students and school staff was
that it provides an opportunity for reflection and reframing of situations, along with
problem solving and modelling of practical solutions to various dilemmas that young
people commonly experience.
Highlighted lived experience, causes and gradual development of issues.
Another strength of this approach was seen by students and staff as the fact that
this intervention focussed more on the actual experience of depression, thus, promoting
a stronger understanding of depression than when the students are given information
about symptoms and treatment options. Students and staff felt that this aided them to
both understand depression in general and how their friends with depression must feel.
Students also stated that the intervention assisted them to understand better how
various social issues interact with mental illness, drug addiction and homelessness.
Students stated that the intervention assisted them to better understand the causes and
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process of development of mental illness than other interventions/education that they
have received.
This aspect of the approach is also related to stigma/de-stigmatisation which is
discussed further in Theme 6.
Interaction provides opportunities for engagement and reflection after the
intervention.
It was noted by students and staff that the intervention provides opportunities for
young people and staff to reflect together about situations in young peoples’ lives and
how these could be handled differently. Some students stated that they continued to
reflect on the scenarios in the performance after the intervention. Students stated that
they reflected on both the replayed scenes but also those that were not replayed.
One example of this is when a staff member replaced the mother character
during one of the replays. This staff member stated that after the intervention the
students were very engaged in discussing with them how it felt to be up on stage doing
this even though she had been clearly reluctant to do so. The staff member stated that
she felt this was very useful for the students as an example of how to manage stress, as
she was able to talk to the students about the strategies she used to manage her stress
and to perform effectively under pressure.
Modelling and testing out strategies in a safe environment.
It was noted by many school staff that the theatrical nature of the intervention
allowed the young people to experiment with, and have modelled to them, strategies
that the students may not try in their own real life situations in the first instance. This is
also highlighted in the preceding example.
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It was noted by staff that this was particularly good for young people to have
this opportunity in a non-threatening environment where the risks of trying new
solutions are low. It was also noted by staff to be less confronting for young people than
attending traditional therapeutic counselling interventions.
This was particularly noted to not be present in another theatre based
intervention that many of the research participants had previously seen. School staff
stated that the forum theatre approach had the ability to be utilised for developing
strategies to deal with a variety of mental health related issues, including disclosure of
self-harm, which is seen as a very big issue that young people and schools are currently
dealing with.
Need for modelling of strategies post-development of mental health issues.
Although the young people valued the opportunity to see the development of
mental health issues played out in the intervention some also stated that they thought it
would also have been useful to explore strategies that could be utilised once mental
health issues have already developed. Both students and staff noted that although they
feel that prevention is important, they felt that it is not always possible and felt that
using the intervention to explore options to assist with already established poor mental
health would also have been useful.
Information Stalls/Provision of written information.
Various forms of information packs were handed out to students at the end of the
intervention to take away with them and it was stated by some staff that the students
engaged well with these and that they were a useful addition to the intervention.
Some performances of the intervention were held as a conference style event
with information stalls and written information to take away with them. Where the
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information packs were omitted due to implementation issues the lack of these were
mentioned by staff as they felt that their students would have benefited from some
information to take away with them. At one conference style event the organiser of the
stalls stated that she observed that the students were more engaged in interacting with
these stalls after the intervention rather than before. She felt it was more beneficial for
the stalls to be available to all students on their way out of the intervention rather than
before.
One staff member thought that an age appropriate and engaging way of giving
the students further information about mental health issues to take away with them
would be to prepare a comic book about mental health issues for them to take home.
Theme 5: Awareness raising opportunity which students continued to talk
about afterwards and how to embed further discussion within school
life/curriculum/teaching.
This theme identified the intervention as a high profile, awareness raising
opportunity which students continued to talk about afterwards. It also discusses the
opportunities and challenges regarding embedding further discussion and processing of
the material into the curriculum and school life in general.
Awareness raising opportunity.
The intervention was seen by students and staff as a unique opportunity to raise
awareness and reflect on mental health and wellbeing topics. The intervention provided
a focal point for discussions around mental health and wellbeing.
Some school staff and students identified their schools as already being quite
aware about mental health issues but both students and staff still felt it was a great
opportunity to enhance this and help students in another way.
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In one school the process of organising attendance at the intervention and
attending with the School Support Officer was seen by staff members as being
supportive of improving the profile of this staff member with an increase in utilisation
of their services after the intervention. The School Support Officer’s role is heavily
related to connecting students with outside mental health and welfare services.
Students continued to talk about it afterwards.
Students and teachers stated that the students continued to talk about the
intervention afterwards. Sometimes this was mostly regarding the unique and humorous
nature of the intervention and sometimes more specifically around content and related
issues. The students stated that they spoke to a range of people about it, friends, family,
teachers and some had follow up sessions regarding the intervention at school.
How to embed further discussion within school life/curriculum/teaching.
This theme was primarily discussed by school staff, but some students also
stated that they valued the opportunity to reflect again on the content of the intervention
with the researcher during the focus groups. Many school staff spoke about discussing
the issues with their students who attended the intervention but some identified this was
a missed opportunity which they would like to utilise better in the future. However,
many school staff who had utilised this opportunity felt that it would be possible to
utilise it better in the future via a variety of methods.
Many school staff also identified that there were a lot of “teachable” moments
in the intervention and that they would like to explore further how to best continue the
conversation with students about the issues raised by embedding activities connected to
these in the school environment and classroom teaching.
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It was noted by students and school staff who attended conference style events
where there were selected students rather than whole year groups that it may have been
better to have whole year groups or whole classes so that the content of the intervention
could have been followed up and incorporated into their lessons more effectively. The
students also noted that it was difficult for them to discuss content of the intervention
with their peers who did not attend as their peers would not have understood the content
properly due to lack of context.
It was also noted by students and school staff that a debrief or small group
discussion format straight after the intervention could be very useful. It was stated that
this could allow the ideas to be developed further and for students to be able to discuss
situations relevant to their own or their peer’s lives to assist with implementation of
strategies in their own environments. Various ideas about who could implement this
were discussed. The students stated that they would have liked to have asked questions
of the actors at the end. The school staff felt that having an actor from the intervention
paired with a school staff member such as a teacher, year advisor or school counsellor
could be useful. Alternatively school staff felt that outside welfare or mental health
services could partner with schools to help run these sessions.
This was also mentioned by school staff in relation to performances of the
intervention where the scenes were not positively resolved, such as when too many silly
suggestions were replayed and time ran out for more realistic solutions to be developed.
It was seen as a strategy to assist with the positive resolution of the scenes. See Theme 8
for a more extensive discussion of this particular aspect of debriefing/discussion.
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Theme 6: Improved relationships with self or others-stigma and attitude
change.
This theme explores the effectiveness of the approach as a stigma reduction
intervention. It is seen as promoting improved relationships within groups of young
people in addition to assisting young people to come to terms with their own mental
health concerns. This was seen to occur via an increased “real” understanding of the
development of mental health issues as opposed to purely theoretical learning. Factors
that facilitated or decreased attitude/stigma change are also discussed, including
additions that could be made to the intervention to increase the stigma reduction effect.
Better relationships between students after the intervention- less stigma.
Both students and school staff related that the intervention led to positive change
in the students’ relationships with peers and this in part appeared to be related to
reduction in stigma and an increased understanding of the development and impact of
mental health issues. It was reported by school staff members that two groups of
students who attended the intervention related in a more positive manner within their
groups afterwards and this was attributed to the intervention.
A school staff member reported that one student (in an alternative school setting)
was more tolerant of difference in his classmate after the intervention.
Better relationship with self after intervention- less self-stigma.
This staff member also stated that the classmate’s attitudes to his own issues
shifted after the intervention and he agreed to follow up on various needs that he had
been resistant to addressing previously. The staff member attributed this shift in the
students to the intervention.
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A male student of another school was seen to “turn his life around” and this was
attributed by his teacher as directly resulting from his attendance at the intervention.
Another school staff member stated that one of their male students discussed
seeing a Psychiatrist previously and that he now feels less stigma (from others and self)
about having needed to do this. Again this was attributed directly to his school class
being a part of the intervention.
More “real” understanding of development of and impact of mental health
issues.
Multiple students describe understanding and relating better to their friends with
depression after the intervention as they described having a more “real” understanding
of mental health issues due to seeing the process by which these developed in the
performances of the intervention.
“I liked how the story line was like so real, like it could happen to anyone. He
was normal and then it just happened, like, out of nowhere. Like, so it could
happen to anyone.” (Student).
“It’s more real, so when we talk about depression for instance they have a
context as well as their own experience, they have another context to reflect on,
um, how those sort of things can happen and what leads to it.” (School Staff).
School staff stated that they felt the approach was destigmatising due to the fact
that the script showed the gradual development of the mental health issues and how
these related to the psychosocial circumstances of the character.
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Factors affecting attitude change- venue and event style.
School staff and students who attended conference style events noted that
having the intervention run at school for their whole class or year group would have
been better. The students stated it was hard to talk about the event afterwards in any
terms other than the entertaining nature of the approach to their peer group, if their peer
group did not attend. Both students and school staff noted less attitude change resulting
from conference style events compared to school based whole of class or whole of year
group events.
The students noted that a large part of the effect on attitude change was due to
knowing that their peers were receiving the same message and understanding of mental
health as they were.
Factors affecting attitude change- follow up and other mental health promotion.
Attitude change was often hard to gauge due to various factors including
whether or not the school staff engaged the students in discussion following the
intervention. Schools where the intervention was part of a broader, comprehensive
approach to mental health promotion stated that it provided another avenue for
discussion but that it was hard to gauge exactly what attitude change may have resulted
from the intervention specifically.
Factors affecting attitude change- intervention characteristics.
Many school staff and students noted that the approach assisted with stigma
reduction in various ways. The intervention created a “buzz” and a context which
provided various opportunities for talking about the issues. School staff stated that they
believed talking about mental health in a variety of ways and settings, including this
approach, were beneficial for stigma reduction. It was stated by school staff that having

115

the opportunity to learn that mental health issues are common and not unique to the
individual helped to reduce self-stigma.
The school staff and students felt that the fact that the approach used scenarios
that were familiar to the students also served to reduce stigma and the approach was
noted to create empathy for the characters, thus, further reducing stigma.
Further to this it was stated by school staff that the humour of the approach
assisted the students to connect with the content of the intervention to allow them to
gain the above noted reduction in stigma.
Suggestions for further stigma reduction and building of hope.
Further to the normalisation and empathy noted above it was suggested by some
students that having a lived experience speaker address the students at the end of the
intervention would be likely to increase the benefit to the students in terms of increasing
hope for recovery.
Similarly to this, one group of students asked the researcher if the scenario in the
intervention was a real story. The students were informed that it was actually based on a
real person’s experience and that he had achieved a level of recovery that has allowed
him to work in a professional role with a good quality of life. The students stated that
being told this at the end of the intervention would have also been helpful in increasing
their hope for recovery from mental health issues. Another related suggestion from a
school staff member was that the Joker could give information after the completion of
the intervention to the audience about recovery from mental health issues in general or
statistics about specific diagnostic groups or problems.
Theme 7: Help seeking-change and potential for change.
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This theme identified observed help seeking change and the dynamics around
help seeking change in relation to the intervention. Overall it was difficult for many
participants to determine levels of help seeking change. Help seeking was potentially
enhanced by discussion with and between students after the intervention, and by
specifically targeting the help seeking sources in the intervention where help seeking
improvement is desired. It was noted that reflection on help negation was a feature of
the intervention for some students. One particular topic about help negation and the
dilemmas that young people face when trying to help friends was suggested and
endorsed by all subsequent participants.
Actual help seeking change apparent but hard to gauge overall.
This approach was seen as having potential to create change in thinking and
behaviour of young people even where the student or staff member felt it didn’t quite
work (for various reasons) for the particular performance of the intervention that they
attended. However, the extent to which this potential translated into actual help seeking
change was hard to gauge overall. There were examples of help seeking change noted in
the interviews (see quotes in Appendix G) and anecdotal examples of help seeking
change. However, many school staff stated that they were not in a position to know
whether the young people who attended the intervention increased their help seeking
afterwards. One school staff member who was in a support role stated that there were
more students coming to them seeking referrals to outside agencies after the
intervention. The school counsellors that attended the intervention stated that they come
from a school where mental health promotion is already embedded into the school
environment and that the services of the School Counsellors are well promoted and
utilised. They stated that they were aware of more students attending for counselling
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after the intervention but were unsure if this was directly related to attendance at the
intervention.
Reflection on help negation.
Some students stated that they reflected on various aspects of the intervention
afterwards but that they particularly reflected on the part of the intervention about help
negation which was not replayed. These students stated that they reflected on the fact
that Dan, the main character did not take the help offered to him even though he was in
dire circumstances, living on the street. These students stated that they reflected on
ways that Dan could have taken the help offered to him.
Discussion with and between students after intervention potentially enhanced
help seeking.
School staff reported examples of help seeking change (and attitude change)
within an alternate school setting. It became apparent that many of the smaller alternate
schools (both for those with educational disadvantage and those without) had more
direct contact with their students in general regarding welfare and mental health type
issues and had more discussions with them overall compared to larger mainstream
schools. However, the exceptions to this were the situations where select (and small)
groups of students were taken to the intervention. It is unclear if this increased
discussion led to more help seeking change in those groups or that the change was
noticed more due to the interaction.
enhance improvement in help seeking by specifically addressing help seeking in
the intervention. This was endorsed by the students as having a character in the
intervention that goes to a mental health professional and/or help seeks from other
sources. This would then be able to be explored more fully. The possibility of the Joker
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(facilitator) asking the audience about whether going to a counsellor would be an option
for the character Dan and then exploring this with the audience and possibly have the
actors play this scene was discussed.
Moderate inappropriate behaviour of teacher character.
It was noted by some school staff that they were a little concerned by the extent
of the inappropriateness of the original teacher character. One teacher stated that he was
concerned about this as “we really do rely on the kids coming to those year
coordinators”. One student stated during a focus group that they would not go and
speak to a year advisor after the intervention given the poor performance of the teacher
character in the intervention. This demonstrates that it is important to moderate the
extent of the inappropriate behaviour of the original characters despite the fact that these
are being replayed later in the intervention.

Help seeking from friends and the dilemmas this presents should be explored
explicitly.
Early in the interview process it was suggested by one school staff member that
it would be beneficial to have an intervention themed specifically around how to help a
friend. It was suggested that this topic could include a scenario where a friend tells
another friend that they are experiencing a serious mental health issue (such as selfharm or suicidal ideation) but that they specifically state that they do not want their
friend to tell anyone else. This idea was discussed with every subsequent student and
school staff member interviewed and all groups enthusiastically endorsed this idea. All
groups of students and staff members interviewed stated that this was a common
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experience. Many recounted personal stories of needing to help a friend in this situation
and that this created difficult dynamics for them in their friendship relationship. Both
the students and staff members stated that an intervention like this is likely to be helpful
for various reasons, as it would allow the dynamics of help seeking to be explored in
depth, including the dynamics of helping a friend and where the friend does not want to
seek further help even though they may need help.
Theme 8: Dynamics of interactive nature of approach/dynamics of replays.
The interactive and flexible approach was universally seen as a positive of the
approach. This theme discusses various aspects of the interactive nature of the approach
and the dynamics of the replays of the scenes including whether all scenes need to be
resolved. This was discussed by many participants with varying ideas on this and
various ideas for potential resolution were discussed.

Interaction universally seen as positive.
The interactive nature of the approach with audience suggestions being
discussed and scenes being replayed incorporating these ideas was seen universally by
school staff and students as engaging and capable of promoting change. It was
highlighted by school staff that the approach offers a unique opportunity to highlight to
young people the effects of choices made in life in an age appropriate manner. The
choices and effects were modelled for the young people and gave them opportunities to
problem solve around common difficulties faced by them and their peers. School staff
particularly valued the fact that the approach offered an opportunity to reflect on
situations and reframe these in an interactive format.
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It created a bit of deeper thinking with them, because they were like, oh just say
this or just do this, and when the actors put it to the test it was like, oh what did
you expect to happen? Did you think this was going to fix it? And it worked
really well with them. (School Staff)
Emotional impact of drama approach.
One teacher discussed the reason they felt that the drama based approach of the
intervention is more effective than other approaches.
“Talk is effective but performing hits you emotionally….and that’s a different
level I think…It reaches a different path than your head, you need your heart and
your head involved as well and that’s why it’s effective” (School Staff)
Flexibility of the approach is seen as helpful.
School staff felt that the flexibility and responsiveness of the approach was
helpful particularly in engaging the young people throughout the intervention.
Number of replays and whether all scenes need to be solved.
Some staff members felt that the replays were too repetitive and that once each
scene had been replayed a couple of times they could have been discontinued. One staff
member felt that this was sufficient to ensure that the point of the intervention was
communicated effectively (see quote below).
Well I think after we’d done the two interventions then I think we pretty much
got the point…you do have the power to actually stop what’s happening. You
don’t have to be the victim. You can actually think things through and try and
change the outcome. (School Staff)
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However, some staff and students felt that the replays either needed to be
positively resolved or that some sort of strategy to continue to discuss and/or supply
positive strategies was needed. Some students reported a sense of hopelessness if the
scenes were not positively resolved.
One school staff member encapsulated an important concept and skill in Forum
Theatre relevant to this issue in the following quote:
Female School Staff: The Joker role is so interesting isn’t it? To keep it all
controlled and make sure they’re thinking what you want them to think as well.
Interviewer: Yeah, yeah. That’s it. Giving them like the free reign but at the
same time, allowing them, keeping them on track with something positive.
Female School Staff: But I think forum theatre is just amazing. It’s so clever at
um teaching, but its self-discovery learning. (School Staff)

Actor versus audience dynamic.
One aspect of the Forum Theatre approach is the actor versus audience
dynamic. In this approach the actors deliberately try to derail the solutions given by the
audience during the discussions to ensure that the audience think through the scenarios
thoroughly. It was noted by a school staff member (and observed by the researcher) that
the actors became very practiced at this over time and that the scenarios became very
difficult to solve. It was suggested by the school staff member that the actors should
take care to allow the audience to solve the scenarios if reasonable and realistic
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solutions are given by the audience, even though their experience over time will allow
them to become very practiced at derailing these solutions.
Humour needs to be moderated.
Humour was universally seen as a major strength of the approach, however, it
was noted by both staff and students that moderating this was important for various
reasons including respecting the gravity of the content of the intervention. When there
was criticism of the approach this was generally related to the need to ensure that
silly/funny suggestions from students around the replays do not derail the usefulness of
the interactive approach.
The fact that the Joker (facilitator) often takes silly suggestions from students
and has the actors replay them was seen as a positive by staff and students as it was seen
as engaging. It allows the opportunity to replay suggestions openly and without too
much censure. However, school staff and students both felt that it is important not to let
this derail the positive resolution of the scenes. Often if too many silly suggestions were
replayed there was not enough time to positively resolve the scenes and provide a sense
of hope and modelling of useful strategies.
Extended discussion leading to more positive resolution of scenes.
During the research period the intervention was moderated by several different
Jokers at different levels of training and experience. The researcher observed thatit was
often challenging for new Jokers to moderate the silly suggestions without taking too
many of these to scene replays. It was highlighted by school staff that the best outcomes
were achieved during the intervention if more discussion occurred regarding each scene
before replays started. One teacher who saw the intervention twice highlighted this. He
had initially been critical of the approach but seeing another more experienced Joker
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helped him to understand the approach better and he felt his concerns were allayed by
this. After the second performance of the intervention he attended, he stated to the
researcher that he believed the approach had led one of his very troubled students to
“turn his life around”.
Suggestions to assist with positive resolution of scenes.
Various suggestions were offered by research participants to assist with positive
resolution of scene replays. These are broadly grouped into:
1. Ideas to use during replays:
Suggestion cards: One idea suggested by a staff member for during the
intervention was for suggestion cards to be distributed to young people in the audience
prior to the intervention. These could be read out by the young people if requested by
the Joker. It was suggested that these could be discussed and potentially be included in
the scene replay if agreed to by the audience.
Appropriate use of adult input: The appropriate use of adult input in suggestions
and discussion was raised in the research. Some school staff stated that they were
unsure if they were meant to be offering suggestions and participate in the discussion.
Some school staff suggested that the audience could be told about successful
strategies by the Joker. This is not in line with the approach and the aim of
empowerment of the audience. However, the researcher observed that experienced
Jokers would sometimes tentatively hint at possible successful strategies by asking the
audience if the characters in the intervention might consider these strategies and
discussing this with the audience. This was endorsed by the school staff to potentially
be helpful.
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2. Ideas to use at the end of the intervention if the scenes are not positively
resolved
Discussion/debriefing or follow up activities: The suggestions for after the
intervention were linked to debriefing and follow up activities. It was suggested by
school staff members that discussion and debriefing could take place afterwards to help
resolve in the minds of the young people any issues that were not resolved during the
replays. Various suggestions were offered regarding this, such as smaller groups being
led by school staff and the actors or a mental health professional. This was seen as being
particularly helpful for students who did not feel comfortable offering suggestions
during the replays or taking the stage as a replacement actor/character. It was also
suggested that the actors could come back onto the stage afterwards to have a further
discussion with the audience either in character or as themselves. Indeed it was also
suggested by students (as discussed in a previous theme) that they would have liked to
be able to ask the actors questions at the end of the intervention.
3.3.2

Facilitators of help seeking in young people

This section explores the help seeking preferences and facilitators discussed by
young people in the focus groups, including who they would seek help from for both
themselves and their friends and the dynamics around this. Although the focus was on
facilitators, young people discussed a lot of the barriers spontaneously during the focus
groups. Selected quotes from the focus groups for this section are available in Appendix
G.
It is also of note that these help sources fall into various categories. The
categories of parents (7 endorsements), mum (7 endorsements) and dad (1 endorsement)
were collapsed into one overall Parents category. The sister (3 endorsements),

125

grandparents (1 endorsement) and family (general) (1 endorsement) categories were
collapsed into a general Family category. Teacher (2 endorsements) and Year Advisor
(2 endorsements) were collapsed into one category of Teacher. Table 9 below illustrates
the collapsed categories.

Table 9
Number of endorsements by students of help seeking sources, or no "no one" during
focus groups.

Help Seeking Source
Friends
Partner
Parents
Family (General)
Teacher
School Chaplain
School Counsellor
Doctor
“Specialist” (if parents
suggest)
Manager
Internet (Online Friend)
Internet (MH Forum/Service)
Someone don’t know
(General)
No One

Approximate Number of
Endorsements
8
3
15
5
4
2
4
1

% of Endorsements
16.33
6.12
30.61
10.2
8.16
4.08
8.16
2.04

1
1
1
1 (plus 1 already tried this)

2.04
2.04
2.04
2.04

1
2

2.04
4.08

These categories can also be broadly categorised as Informal, Formal and Help
Negation similarly to the use of the General Help Seeking Questionnaire (GHSQ) in the
results section of Study 1. Partner, Friends, Parents, Family (General), Manager and
Internet (Online Friend) were summed to form the Informal Help Seeking category.
School Counsellor, Specialist, Doctor, Internet (MH Forum/Service), School Chaplain
and Teacher were summed to form the Formal Help Seeking category. “Someone Don”t
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Know” was left separate as it is unclear if this was referring to a formal help seeking
source not known to the student or just a general stranger.
The data in Table 10 below shows that endorsement of the informal help seeking
sources far outweighs the endorsement of formal help seeking sources.

Table 10
Student endorsement of formal versus informal help seeking categories and help
negation.
Help Seeking Source

Approximate Number of Endorsements % of Endorsements

Informal
Formal
Someone don’t know (General)
Help Negation (No One)

33

67.35

13

26.53

1

2.04

2

4.08

Help seeking for friends.
When asked who they would seek help from if a friend had a mental health
problem the students answered variably. Some students stated that they would go to a
professional person to get advice regarding their friend’s issues before choosing to
inform the friend’s parents. Some felt that it would be best to talk amongst their close
friends first to see if there was anything that the friendship group could do to help their
friend, for example, assist them to feel like they weren’t alone. However, it was also
stated by some students that they would decide the best course of action dependent on
who the friend best interacts with regarding personal issues, such as parents or friends.
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Some students stated that they have had the situation where they have informed
a friend’s parents about a serious mental health issue due to the life threatening nature
of the issue, e.g. eating disorder. They stated that this created a dilemma for them and
tense dynamics in the friendship for a time, due to the friends feeling betrayed.
However, they still felt it was important that they informed the friend’s parents
regardless of this due to the seriousness of the issues. It was generally agreed that telling
a friend’s parents about a mental health issue that the friend was having would not be a
good thing to do without their friend’s permission unless the issue became dangerous.
There was also a belief held by some students that parents or others would likely notice
that a young person had a mental health issue before the young person themselves did,
therefore, lessening the need to tell parents.
Some students also stated that helping a friend with a mental health problem is
not always about going to get help from someone, as they stated that they also
emotionally support their friends with already diagnosed and treated mental health
issues, by inviting them to talk about it if they wish to, or just by being with them if they
don’t want to talk directly about it. However, some students stated that they would not
discuss mental health issues with their friends who they were concerned about due to
potential embarrassment for the friend, unless it was absolutely necessary.
In regards to seeking help from mental health professionals the students felt that
they might suggest this as a course of action, but that they could not insist or force the
friend to do so as it needs to be their decision. Some students stated that if they had a
mental health problem they would talk to their parents, but if a friend needed help they
would assist them to see a mental health professional. They stated that this was due to
the belief that if they wanted to speak to their parents they would already have done so.
One student also stated that it would be easier for a friend to speak to a mental health
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professional as it would be easier to speak to someone they did not know as they would
not be judged. One group of students stated that it would be important to ask the friend
if they wanted the support of a mental health professional before organising it. They
stated that it would be important to ascertain if the problem was ongoing or a problem
related to a specific life circumstance. They stated that it might be more appropriate to
get another help seeking source involved first, such as a Year Advisor (for a school
friend), if the problem were related to a specific stressor.
Help seeking facilitators.
When asked what they thought would make it easier for young people to go to a
mental health worker for help various help seeking facilitators and barriers became
apparent. These facilitators and barriers often fall on opposite poles of the same
concept. Where they were not direct polar opposites the facilitators addressed the
barriers. The facilitators fell broadly into 2 main categories one of which is
characteristics of young people and their environments. The other is characteristics of
services and mental health professionals. The facilitators and barriers have been
summarised below in Tables 11 and 12 based on these categories. Direct quotes from
the young people related to this question are available in Appendix G.
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Table 11
Help seeking facilitators: Characteristics of young people and their environments.

130

Help Seeking Facilitator

Help Seeking Barrier

Parental support for help seeking and belief
in effectiveness
Support from others with experience of
usefulness of mental health professionals:
Friends, family or others who have had
experience with help seeking from
professional sources. Lived experience
speakers talking about the benefits of getting
help early.
Knowledge about confidentiality and its
limits.
Knowledge of help seeking process: Support
of friends who have sought help themselves
regarding what the help seeking process is
like.
Support of friends: feel more confident if
friends go with them the first time.
Support of friends for help seeking: friends
telling them they need to seek help.
Contact with others who have sought help
successfully: friends, family or lived
experience speakers and ability to discuss
concerns with them, including discussing the
likely outcomes if help not sought.
Belief that talking to a professional is
helpful: beliefs that they understand mental
health and are not going to negatively judge
the person.
Support from friends for help seeking from
parents and assistance from professionals
to work with parents so that they understand
the young person’s mental health problems.

Accepting Environments (including parents,
friends and school) where having mental
health issues are accepted and seeking help for
these is encouraged.

Parental mistrust of medical/mental health
professionals.
Belief that seeing a mental health
professional is no more useful than talking
to friends.

Distrust of mental health professionals’
confidentiality.
Lack of knowledge about help seeking
process/what it is like to see a mental health
professional.
Unknown environment.
Belief that their mental health issues are
“just a phase”.
Belief that they can’t be helped, belief that
they need to deal with it themselves.

Fear of being judged/labelled especially if
the practitioner does not take time to get to
know the young person’s usual personality and
responses to stress.
Worry about parent’s reactions. Not
wanting to tell parents about mental health
issues as they would worry or blame
themselves. Parents likely to “make a big deal
about it” and arrange professional help or
conversely invalidate their concerns.
Self-Stigma/Stigma or bullying regarding
mental health issues: admitting to self that
there is a problem and acceptance of this is
difficult. Going to see a mental health
professional makes it “official” and confirms
that it is significant. Experiences of stigma
and/or bullying from others or observing these
attitudes and outcomes in their
environment/society.

Table 12
Help seeking facilitators: Characteristics of services and mental health professionals.
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Help Seeking Facilitator

Help Seeking Barrier

Gradual/stepwise disclosure: on internet to
friends or mental health service, then use of
phone lines or phone calls with professionals
before meeting face to face.
Online and/or phone services: as above in
gradual/stepwise disclosure.

Disclosure is feared: Talking to others
(especially strangers) about mental health
concerns is out of comfort zone and is feared.

Flexibility of services: Home visits when
attending a clinic feels unmanageable or
unsafe. Flexibility of approach- getting to
know young person before taking them into an
office and asking them to disclose personal
information about mental health issues.
Informal, youth friendly environments seen
as helpful so that young people feel more like
they are normalised and that they are
understood from a youth perspective. Home
like environments or actual home visits seen
as helpful. Young people identified home
visits as helpful as they would be in an
environment where they felt safe. Outdoor
environments such as the park were also seen
as being less stigmatising and scary. Asking
the young person what type of environment
they would prefer was seen as helpful.
Informal relationship with providers: first
name basis, getting to know the provider
slowly and informally before needing to
disclose concerns.
Young providers preferred as young people
feel they would be able to relate better to their
concerns. Feels more like having a chat with a
friend.
Being able to choose provider: especially
gender.
Gradually getting to know mental health
professionals before expected to disclose
problems.

Understaffing of Online Services: Specific
mental health services online were seen as
being understaffed and not responsive enough.
Online public expressions of distress can have
negative results that the young person had not
anticipated.
Help negation: seen as a symptom of mental
illness/impairment associated with illness.
Makes it more difficult to engage in treatment“being in denial” and feeling uncomfortable
generally even with usually trusted sources of
help/comfort. Going to a place where they feel
even more uncomfortable feels unmanageable.
Discomfort about attending a mental health
clinic: feeling unsafe and out of comfort zone.
Clinical/office settings seen as unhelpful.

Formality of providers.

Older providers especially if formal in their
approach. Young people believe that they can
no longer relate to teenage concerns.
Not having any choice of provider.
Immediate expectation of disclosure. Also
distrust of mental health professionals’
sincerity as they are paid to be empathic.

Young people’s perceptions of what it would be like to go to a mental health
worker.
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Theme 1: Knowledge of help seeking process.
When asked the question, “What would going to a mental health worker be like?
Do you know what would happen?” the students answered very variably. Some stated
that they only had information based on stereotypes from television and movies.
However, it was stated that the stereotypical therapist is understanding and that they
would be able to confide in them. They stated that because the therapist was a
professional they would know how to deal with any arising issues and they felt this
would be helpful. Another student who had not had experience of mental health
professionals modelled his answer on his experience of other health professionals such
as dentist.
Some students disclosed personal experiences of having seen mental health
professionals such as counsellors and not having liked them. However, others either
disclosed a good experience of having seen a mental health professional or had a lot of
knowledge which they most likely would have gleaned through personal experience or
the experience of others close to them. Those young people with good knowledge of the
process stated that the process starts with the mental health professional assisting the
client to feel comfortable first and then assisting with strategies to deal with the young
person’s stated problems.
Confidentiality was raised as an issue. Many young people were aware of this
and the limits of confidentiality, and felt that this would assist them to feel comfortable
and trusting. However, others were unaware of confidentiality or were still somewhat
unsure or distrusting of whether this would be adhered to.
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Some students stated that there is a stigma around going to the school counsellor
and that this process is not confidential. They stated that the systems used to get them
from class to go to the appointments are very obvious and well known.
Theme 2: Reasons going to a mental health professional would be useful.
Getting assistance on dealing with mental health issues of their friends was one
area that the young people stated might be helpful to see a mental health professional.
They stated that a professional might be able to help them to determine the seriousness
of the friend’s problem.
The students raised the issue of many teenagers not wanting to see a mental
health professional as they prefer the help of friends. However, they noted that it was
useful to consult a professional as dealing with traumatic issues with friends might
induce stress in their friends, but that a professional knows how to deal with traumatic
issues. They also stated that friends and family are emotionally involved so may not be
as objective and non-judgemental as a professional, and they also may worry too much
or blame themselves.
Theme 3: Timing and consent issues.
Timing and consent issues were raised by the young people. Some students
talked about being coerced by parents or others to go to a mental health professional,
due to a traumatic event. It was stated that this was counterproductive unless they felt it
was needed, as moving on and getting on with their lives is most useful, unless the
trauma is impacting their functioning. They felt that going to a counsellor was more
likely to make them feel worse than better, unless they were actually unable to move on
from the event.
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Theme 4: Stigma & emotions regarding seeing a mental health professional for
the first time.
The students stated that they believed they would feel very nervous, confronted
or scared of going to a mental health professional for the first time due to the mental
health professional being a stranger and having difficulties opening up to a stranger.
This is in part due to feeling uncomfortable due to not knowing the professional and not
knowing how to express the issues that they are experiencing.
There was also an aspect of being concerned about being judged by the
professional and others. The students stated that as the professional does not know them
they may take their issues out of context and judge them. Students also stated that if a
person has a mental health issue they would not want to admit this due to the
stigma/self-stigma surrounding mental health issues. They felt that once a person is
diagnosed with mental health issues other people then talk about this. One group of
students felt that counsellors would be overly positive and invalidating.
Discussion of the results of this study will be presented in Chapter 4 along with
the quantitative results presented in Chapter 2, concluding with recommendations for
practice and further research.
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Chapter 4
Overall Discussion and Conclusions
4.1 Hypothesis Testing
Hypothesis 1. There will be a significant improvement in help seeking intentions
as measured by changes from pre to post intervention. The changes examined will
include changes in help seeking intentions across general help seeking, help negation,
formal and informal help seeking. Help seeking changes across individual help sources
will also be examined within the formal and informal help seeking sources where the
overall scale is significant in order to determine in more detail where these changes
have occurred. Determining which help seeking sources have had increased or
decreased intentions to seek help is important as help seeking is shaped by the
developmental processes of adolescence.
This hypothesis was partially confirmed as total help seeking and formal help
seeking were significantly higher post-intervention. In the formal help seeking scale the
phone help line and teacher items were the only significantly improved items. Help
negation was also significantly reduced (that is, improved). However, the effect sizes for
these changes were all small. Informal help seeking was not significantly different so
this part of the hypothesis was not supported.
Due to the potential for self-selection bias of the sample from pre to post
intervention measures the continuers in the study were compared to the non-continuers
on their pre-intervention scores. There was no significant difference in gender and a
negligible yet statistically significant difference in age between the 2 groups. This
difference was very small and was most likely only significant due to the large sample

136

size. The non-continuers were 0.15 years older than the continuers to post intervention
measures. This small age difference is unlikely to have influenced the results greatly.
The continuers were significantly higher than the non-continuers on total help
seeking and informal help seeking at pre-intervention, however, these differences had
small effect sizes. Informal help seeking was not improved in the continuers from pre to
post intervention so this may not be particularly influential on the final results. However,
these differences may mean that given their help seeking scores were already higher
these would not have as much potential to improve with intervention. It is not possible to
determine whether the non-continuers in the study may in fact have had a better
improvement on the total and informal help seeking scores, given that they were lower at
pre-intervention.
It is not possible to directly compare participants from this study to previous
research studies using the GHSQ due to differences in methodology and sample
characteristics. Wilson et al. (2005) utilised the GHSQ to measure the help seeking
intentions of young people [M age (SD) = 16.39 (1.49)], for personal-emotional
problems and suicidal problems separately. The overall mean of scores (mean calculated
by author of the current study from reported mean scores for personal-emotional and
suicidal problems) for informal help seeking in the Wilson et. al. (2005) sample was
16.77. This is similar to the non-continuers in the present study (M informal help
seeking= 16.86) but given the difference in age and the tendency of patterns of help
seeking to change considerably with age in adolescents (Rickwood, et al., 2005) it is not
possible to discern whether this suggests the continuers in the current sample are higher
on informal help seeking than the general population. The other factor to consider here is
that this study was conducted 7 years after the Wilson et al. (2005) study, a period
during which considerable universal mental health promotion efforts took place and
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specific mental health services for young people were further developed (McGorry,
2007; Muir, et al., 2012).
Overall, due to the differences in age and help seeking scores between continuers
and non-continuers it is important to interpret these results cautiously. The potential
biases were small but so were the effect sizes of the significant improvements in help
seeking.
Hypothesis 2. There will be a significant improvement in knowledge about
mental health problems amongst the young participants, as measured by changes from
pre to post-intervention.
Hypothesis 3. There will be a significant decrease in stigma as measured by
changes from pre to post-intervention.

Due to both of these hypotheses being measured by the KAMIS-A they will be
discussed together. According to the Theory of Planned Behaviour attitudes to the
specified behaviour influence an individual’s intentions to perform that behaviour
(Azjen, 2006). Stigma/attitudes and knowledge have been shown in various studies and
theorised by Saunders and Bowersox to have a strong influence on intentions to help
seek for mental health problems (Rickwood, et al., 2005; Saunders & Bowersox, 2007).
Therefore, it would be expected that help seeking intention scores on the GHSQ and the
scores of the KAMIS-A would be correlated. The KAMIS-A factors and total scores
were not correlated to the help seeking intention scores. This is not consistent with the
above noted previous research and theories. Therefore, the hypothesis was not sustained
in this study. The measure may not be robust and also appears to have a ceiling effect as
the post-intervention scores on all but the Factor 3 scores were found to be significantly
reduced at post-intervention with moderate effect sizes. This is not consistent with the
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finding that help seeking intention scores either improved or remained the same. Given
that attitudes and knowledge are considered to be factors which influence help seeking
intentions, it would be expected that if these reduced moderately the help seeking
intentions would also reduce, but this did not occur. Therefore, the findings reported
here on the KAMIS-A did not support the hypotheses and leaves open the question
about whether this measure is perhaps invalid or not fit for this purpose. The KAMIS-A
will not be interpreted further in this study.

4.2 Overall Evaluation of Intervention and Help Seeking in Young People
4.2.1 Exploration of qualitative factors influencing the results of the Forum
Theatre intervention.
The first issue to consider regarding whether this intervention has been
successful is engagement. Without engagement (attention) there is no learning. This
aspect of successful observational learning is highlighted by Bandura (1986) in the
discussion of the need for attention to models of behaviour as being the essential first
step in observational social learning. This is illustrated in the quote below (Bandura,
1986).

“Attentional processes determine what is selectively observed in the profusion of
modelling influences and what information is extracted from ongoing modelled
events. Selective attention is, therefore, one of the crucial subfunctions in
observational learning.” (Bandura, 1986, p. 51).

The intervention was universally seen by participants as a much more engaging
approach than non-theatre based approaches. This also included comparison by some
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participants with another locally implemented non-interactive theatre based approach. A
few participants noted that there were a lot of replays of each scene and that after the
second replay they engaged less fully with the intervention. However, this appeared to
be related to implementation fidelity factors and will be discussed further below.
Bandura (1986) discusses the importance of functional value, attractiveness of
models and affective valence as being important factors in attention. The intervention
was noted by participants as having functional value, that is, they noted it was realistic
and relevant to the young people involved. Models of behaviour who possess attractive
qualities are more likely to be sought out and attended to, and be able to hold attention
(Bandura, 1986). This intervention displayed this factor as it was noted that the
entertaining, humourous nature of the intervention and utilising young actors (age
appropriate) were particularly beneficial in promoting engagement and attention.
Emotional valence is seen as impacting on attention and learning (Bandura, 1986). It
was noted by participants that the emotional nature of the intervention, although
confronting, was very helpful in increasing the effectiveness of the approach.
In relation to television Bandura (1986) notes that modelling can be enhanced
via “accentuating the essential features of the performances”, “attention directing
narration” and “contrast modelling of good and poor performance” (Bandura, 1986, p.
54). These are factors that are also enhanced in theatre, particularly Forum Theatre. The
whole performance and forum sections of the intervention were exaggerated, narrated
(verbally facilitated and discussed) and contrasts models of good and poor performance
in each scene and replay. For example, the exaggeration of the teacher character with
poor performance is then contrasted against a replay of the scene utilising a real teacher
(with good performance) from the students’ school, and this is highly likely to increase
attention. Invariably the real teacher interacted with the student in an appropriate and
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helpful way, modelling to the students that they were friendly and likely to be helpful,
unlike the original teacher character played by an actor. The students stated that they
particularly liked seeing their own peers and teachers replaying the scenes. It is also of
note that there was a significant increase in help seeking intentions from teachers as
measured by the GHSQ.
Students also noted that the intervention may increase intentions to help seek
from mental health professionals but this was less likely as there were no models of this
in the intervention. Of additional relevance to this is the quote from Bandura (1986),
“They pay attention to models reputed to be effective and ignore those who, by
appearance or reputation, are presumed to be ineffectual.” It has been shown by
previous research and by many participants in this research that mental health
professionals and their effectiveness are often not trusted (Rickwood, et al., 2005).
Therefore, it would be necessary for specific scenarios and characters about help
seeking from mental health professionals to be highlighted in the intervention for this to
make a consistent difference to help seeking intentions from these sources.
There were some noted changes in help seeking from professionals but these
appeared to be related to a reduction in stigma assisted by improved social (subjective)
norm formation, due to the increased “real” understanding of mental health issues and
their development noted by students, along with the interaction with peers during and
after the intervention. Destigmatised subjective norms regarding mental health issues
and help seeking are likely to lead to improved help seeking in some instances (Azjen,
2006; Saunders & Bowersox, 2007).
Another aspect of attention is that the intervention was noted to be beneficial for
students who are usually difficult to engage, including males. It is of note that there was
no significant interaction in the quantitative data between gender and help seeking
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scores. A closer look at the data also showed that at pre-intervention males had lower
help seeking scores than females but that they improved more at post-intervention than
females. Even though this was not statistically significant it is very promising that the
approach is not less effective for males. Generally males seek help less and mental
health promotion interventions are generally less effective for males than females
(Klimes-Dougan, et al., 2013; Reavley, Cvetkovski, & Jorm, 2011; Rickwood, et al.,
2005).
Bandura (1986) also notes the importance of retention of modelled information
which involves the observer making symbolic representations of modelled behaviour in
both verbal and visual modalities. Rehearsal (including cognitive rehearsal) also
increases retention. It was noted by participants that they remembered the learned
information better following the intervention compared to other learning modes they
had previously experienced. It is possible that this is due to the symbolic nature of
theatre and the presentation of the modelled behaviour in both visual and verbal
modalities. Rehearsal may have also played a part in this as the scenes were replayed
multiple times.
The decrease in help negation that was evidenced by the quantitative data is also
a particularly promising finding and was reflected by some comments in the qualitative
study. One participant stated that he had reflected specifically on Dan’s (main character)
non-acceptance of help when he was homeless and suicidal even though that scene was
not replayed. This is a particularly important finding as methods to reduce help negation
are of vital importance. Help negation plays an important role in failure to help seek for
mental health issues in general, but it is particularly prominent when suicidal ideation is
being experienced (Deane, et al., 2001). It has been found that social problem-solving
difficulties play a part in help negation in studies of adolescent suicidal ideation,
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including cognitive rigidity and deficits in generating effective and detailed solutions
(Deane, et al., 2001). Therefore, it is likely that the social problem solving nature of this
intervention has assisted in reducing help negation.
4.2.2 Implementation/fidelity issues.
There were various implementation issues that need to be noted. An important
finding of the qualitative research was that inexperienced Jokers (facilitators) often
displayed less skill in the moderation of humour in the replays. This tended to lead to the
non-resolution of scenes in a positive manner which was discussed as being a negative
aspect of the intervention. It was noted that extended discussion prior to the replays
assisted in the judicious use of humour/silly suggestions. This then lead to more positive
resolution of the scenes and needing fewer replays to do so. More experienced Jokers
were also skilled at leading the audience to positive suggestions if necessary, by asking
the audience if the characters would be likely to do certain things. These questions were
discussed with the audience so whether they were replayed was still the decision of the
audience. This aspect of the Joker role was summed up well by the following quote from
a drama teacher who attended the intervention at their school:
“Female School Staff: The Joker role is so interesting isn’t it? To keep it all
controlled and make sure they’re thinking what you want them to think as well.
Interviewer: Yeah, yeah. That’s it. Giving them like the free reign but at the
same time, allowing them, keeping them on track with something positive.
Female School Staff: But I think Forum Theatre is just amazing. It’s so clever at
um teaching, but it is self-discovery learning.” (School Staff)
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Another aspect that assisted with positive resolution of the scenes was the
appropriate use of adult contributions to the discussions prior to the replays. Where this
occurred it was observed by the researcher and student participants to be helpful and still
age appropriate. All suggestions from all sources are discussed prior to replay, so the
students still have a voice in whether the adult suggestions are utilised. In some
performances of the intervention, adults expressed uncertainty about whether they were
supposed to contribute and this lead to them offering less input. Therefore, it is
important to ensure that adults present at the intervention are informed that their input is
welcomed.
The actor against audience dynamic that is utilised in Forum Theatre is another
aspect of the approach that needs to be moderated. This is an essential feature of the
approach which assists the audience to think more deeply about the situations and
possible solutions. However, it was observed by the researcher and research participants
that over time the actors became too proficient at derailing the suggestions made by the
audience. Sometimes this made it nearly impossible for the audience to positively
resolve the scenes. Given that some research participants noted that non-resolution of the
scenes sometimes lead to a feeling of hopelessness it is imperative that this aspect of the
approach is moderated.
Another aspect of the approach that needs to be considered is the consistency of
character portrayal by different actors over time. Theatre is a creative process and
necessarily every actor will bring their own approach to a character. However, it was
noted that in some performances of the intervention the teacher character behaved
particularly inappropriately. Concern was raised by some research participants about
this, as they felt it could have the effect of limiting student help seeking from teachers.
Although this was moderated by having a real teacher replay the scene more
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appropriately, it is still important to moderate the inappropriate behaviour of the teacher
character.
Practical implementation issues also impacted the intervention and/or the
research at times. The research was seen as a block to the students engaging with the
intervention as effectively. Implementing research for some students within a large
group of students who may or may not be participating in research was challenging.
Issues such as size and lay out of venue and ability for all students to see and
hear the intervention, within a large array of different types of venues, was challenging.
Relatively small/more intimate venues with tiered seating appeared to be the most
effective. However, this was challenging to implement in schools, especially with large
numbers of students.
4.2.3 Discussion of help seeking in young people.
Although this section of the study was most explicitly about facilitators of help
seeking, due to the nature of help seeking being challenging and complex, especially
from professionals, the exploration also included a discussion of barriers. The young
people most often discussed barriers, prior to then thinking about and discussing what
might facilitate help seeking. Most of the facilitators found in this study are the flip side
of barriers as has been found in previous research (Rickwood et al. 2005). Therefore,
these will not be discussed in detail here. Rather the aspects of this study that are
somewhat unique to this research will be discussed.
The young people in the focus groups overwhelmingly endorsed informal help
seeking sources (67.35%) over formal help seeking sources (26.53%). Two students
(4.08%) stated that they would not seek help from anyone. However, upon discussion
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these students stated that they would seek help if they had “life threatening” mental
health issues. However, this may not be true in practice as previous research has shown
that highly suicidal young people are among the least likely to seek help (Deane, et al.,
2001; Rickwood, et al., 2005; Wilson & Deane, 2010a). One male student very
definitely stated that he would seek help from his mother if needed as this is who he
would usually talk to. However, he also stated that he had previously been what he
believed to be clinically depressed and he felt a lot less able to talk to his mother during
that time. He stated that he did not take his mother’s advice to seek help from a mental
health professional. It is of note that the intervention led him to reflect on the direct
dismissal of assistance (help negation) of the main character Dan, even when he was
homeless, drug addicted and suicidal. During the focus group this student reflected on
the nature of his own depression and that it was “something about the manner in which I
was depressed” that made it harder for him to seek help. This is consistent with the
existing research surrounding help negation being associated with mental illness related
impairment and social withdrawal (Wilson & Deane, 2010a).
The students stated that young people generally prefer the help of friends;
however, they stated that one good reason for going to a professional is that they are not
emotionally involved and could be more objective. They also stated that they felt
professionals would know how to deal with the issues presented, including being less
burdened by the issues or self-blaming as friends or family might be. Despite the
statement that young people prefer the help of friends, there was almost twice the
number of endorsements of getting help from family (mostly parents) than there were of
getting help from friends. This may in part be a function of the age of the participants
being generally in their mid-teens instead of late teens as later teens and young adults
would usually help seek more from friends. However, this pattern is still unusual
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compared to the existing research (Rickwood et. al. 2005). This could also be a function
of the discussion style of the focus groups (rather than individual interviews) somewhat
contaminating the data. However, Rickwood et. al. (2005) found that older adolescent
boys still slightly preferred to seek help from family rather than friends. Unfortunately
though, older boys also decrease in their help seeking from family and generally have
an overall decreased intention to seek help (Rickwood et. al., 2005).
Another key finding of this research is that the young people stated a preference
for a gradual, stepwise disclosure and help seeking format. Rickwood et al. (2005)
discussed a preference for phone help lines especially by suicidal young people. Internet
help seeking was not within the scope of the research studies reported in Rickwood et
al. (2005) but it was mentioned as a possible emerging help source due to the relatively
impersonal nature of this source. The present study did not explore suicidality
specifically or measure internet help seeking intentions in the quantitative study.
However, the young people spontaneously discussed internet help seeking as a first
option to disclose mental health issues. This was discussed as a first step with either a
friend being the recipient of the disclosure or an internet forum or mental health service.
The young people stated that not seeing the facial expression of the other party when
first disclosing was helpful. They stated they may then progress to phone calls and/or
face to face discussion of their concerns.
Another finding of the current research that is consistent with previous research
is that young people are more likely to seek help for their friends from professionals
than they would be for themselves (Rickwoodet al., 2005). However, they also stated
that they would not want to go directly to their friend’s parents or force their friends to
seek professional help, with the exception of if the friend had a serious issue such as an
eating disorder and were not eating. This was again raised as a dilemma for young
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people as they did not want to create tension in their friendships but that they felt they
did need to intervene with serious issues. The young people also stated that going to a
mental health professional to get a perspective on the level of seriousness of the friend’s
mental health issues would be one of the main reasons they might choose to see a
professional. One student stated that there may be no point in telling a friend’s parents
about their mental health issues as they believed that parents would have already
noticed that there was a mental health problem before even the young person did. Many
students also stated that they would be more likely to discuss a friend’s mental health
problem with their other close friends first. They also stated that sometimes helping a
friend is more about emotional support, rather than help seeking on their behalf,
particularly if they are already getting treatment. These factors discussed above coupled
with the overwhelming endorsement of using Forum Theatre to explore helping a friend
with a serious mental health issue and the dilemmas that this creates is of note.
Rickwood et. al. (2005) also notes that training young people to assist help seeking in
their friends and rehearsal/scaffolding of help seeking skills to assist learning these
before an issue arises is likely to be helpful. It is also noted that educating young people
about help negation and social withdrawal as an early warning sign of suicidality is of
great importance (Rickwood et. al., 2005).
4.2.4 Limitations of the studies.
As previously discussed there was a negligible, yet statistically significant,
difference in age between the continuers in the quantitative study and the noncontinuers to post-intervention measures. The total help seeking and informal help
seeking scores at pre-intervention for the continuers were also higher with small effect
sizes. Informal help seeking was not improved in the continuers from pre to post
intervention so this may not be of concern.
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Another potential bias in this study is related to the fact that although all schools
in the regions sampled were invited to attend, not all did. This potentially could
influence the mix of school type and socioeconomic status. These characteristics were
not directly measured, however, there was a good mix of all school types and suburbs
across the regions represented in the study.
The major limitation of this study is the fact that there was no control group. The
design was a pre and post intervention comparison of each individual. There was also
no adequate delay or longitudinal measures to evaluate the quantitative effects of the
intervention over time. It is possible that if this data were available it might show
improvement over time due to the opportunity to process and implement the information
in the intervention. Alternatively, it could indicate that there is a deterioration of the
effects over time. Another limitation of this study is that help seeking intentions were
measured, rather than actual help seeking behaviour. Help seeking intentions have been
shown to only modestly predict actual help seeking behaviour in young people
(Rickwood, et al., 2005).
The analysis of the quantitative study data could have been conceived of as a
cluster design rather than the individual being the unit of analysis, especially due to the
creative nature of the intervention. However, although each school was a cluster, the
individual students (across all schools) got the same stimulus material making it
appropriate to analyse the data at the individual student level. In order to make a cluster
design meaningful, it would be necessary to understand the differences between both
the schools within the study, and the differences between the final interactive content
that each school group created from the original stimulus material. This was not within
the scope of this thesis. Additionally, the qualitative data goes some way to describe the
diversity of experiences and effectiveness of the approach.
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One of the limitations of the qualitative study was that issues of convenience
influenced the recruiting for the focus group participants. The students in the focus
groups were also made up of students who had specifically consented to the focus
groups rather than just the survey research. Therefore, they may have been a biased
sample as they may be more open and motivated to talk about mental health. However,
the students from the focus group completed the research surveys just prior to the focus
groups beginning. The participant codes could be matched and data compared at preintervention to other continuers in the research. It was found that there were no
significant differences in age, gender or help seeking scores between the focus group
participants and the other continuers. Students in the focus groups do not appear to be
different than the other continuers in measures and characteristics.
The other limitation was that most of the interviews of both students and staff
were focus groups rather than individual interviews. Focus groups promote the
formation of shared meaning and this was evident in the groups conducted in this study.
That is not to say that the participants did not share their beliefs about the intervention
or help seeking, but some of these beliefs may not have been expressed or may have
changed during discussion. Sometimes this was useful as participants were able to
consider other aspects of the intervention or help seeking and ideas about these and
decide if they fit with their views, but at times it may have contaminated the information
received by the researcher.
Another aspect of the use of focus group is that IPA research most commonly
uses open questions followed by probing questions with adult participants in individual
interviews. Smith (2004) stated that for groups (such as children) it may be necessary to
be more interventionist and/or supplement this method with adjustments based on need,
using professional experience to guide this, due to them likely being less able to
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independently reflect as proficiently as adults. This indeed was the case with this
research as the young people needed much more clarifying dialogue and interaction
with both the researcher and their peers to be able to articulate much of the meaning
during the focus groups. Due to the individual, idiographic nature of IPA it is suggested
by Smith (2004) that if a researcher wishes to use focus groups rather than individual
interviews it is important to ensure that it is first determined (from a first reading of the
research transcripts) that the individual participants are able to speak openly and in
enough detail in the groups to ensure a thorough exploration of the phenomenon under
examination at an individual level. In the current research it was observed that
sometimes the group dynamics reduced individual disclosure. However, on many
occasions the co-reflection of peers talking together with the researcher was able to help
deepen the reflection on their own situation of each individual in the group. In fact,
Smith did suggest that in certain circumstances focus groups may actually enhance
personal disclosure compared to individual interviews (Wilkinson, 2003 as cited in
Smith, 2004). Thus, this aspect of this research was both a limitation and an
enhancement.
Another challenge in this study regarding the use of groups rather than
individual interviews was that it was not ethically possible to ask too many personal
questions to gather more in depth information about the responses of individuals.
Another confounding factor was that a teacher was present at most of the student focus
groups (due to school system requirements). Additionally, time constraints and the
challenges of working within busy and complex school environments also made more in
depth exploration impossible within the current research.
Sometimes the participants also asked the researcher questions during the
interviews about the intervention. The interviewer would generally politely decline
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answering until the end of the interview, to ensure that unbiased information was
received as much as possible. Sometimes, however, at the end of the interview when the
researcher answered the interviewee’s questions this would often lead to more reflection
and extra useful information. This extra information was included in the study results
where it was relevant.
4.2.5 Generalisability of findings.
The generalisability of the findings is likely to be quite good as there was good
representation of different school types and socio economic sectors of the community.
All of these sub-types of schools and students reported benefits of the approach. A major
strength of the approach is that the flexibility allows it to be targeted to the needs of
particular schools, types of students and the differing developmental needs of different
age groups.
The generalisability of the results needs to be considered in the context of the
fact that this information was received at one specific point in time and place which is
influenced by the particular circumstances and cultural norms specific to that time and
place. Qualitative research does not aim to test generalised hypotheses at the population
level, but rather to assist with further understanding of individual experience of
psychological and social phenomenon, in order to further enrich and understand the
underlying social and cognitive processes at play. Thus, qualitative research in
psychology aims to further explain and clarify the complex processes underlying theory;
compliment the results of quantitative studies; provide new perspectives and ways of
understanding an issue and develop new theory ((Elliott, Fischer, & Rennie, 1999;
Hefferon & Gil-Rodriguez, 2011; Yardley, 2000).
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The theatre intervention has not been utilised for the purpose of mental health
promotion before so it is not possible to compare to other research knowledge. However,
the help seeking responses are quite similar to the information in the literature generally.
4.2.6 Recommendations:
Various recommendations arise from this study regarding implementation of the
approach and these are outlined below:
1. Embed an active debriefing/further learning process into the intervention. It was
recommended by participants (and noted to potentially increase help seeking)
that having an active debrief following the intervention would assist with further
learning. It was further recommended that it should be actively followed up after
the event by embedding discussion and further learning into classroom teaching
and school life regarding the content of the intervention and related topics. The
approach was seen as an awareness raising opportunity which students talked
about afterwards. It was seen as important to use this to its full potential. Many
students discussed the entertaining nature of the intervention afterwards,
especially if their friends did not attend, so strategies to specifically discuss the
content are important. See Theme 6 in the qualitative results for more
suggestions regarding this.
2. Ensure adequate staffing at events for assisting distressed students and to
facilitate debriefing.
3. There is a need for modelling of strategies for help seeking after the
development of mental health issues. The prevention aspect of the intervention
was seen as helpful. However, many participants noted that despite this many
young people will still develop mental health issues and they would like to see
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this dealt with more thoroughly in the intervention. One suggestion regarding
this was the possible use of more self-talk/soliloquy to highlight the self-talk
and, therefore, allow the audience to offer suggestions surrounding this aspect of
the presentation.
4. During the implementation period the intervention was run across 2 distinct
formats-conference style in an outside venue and school-based. Within schoolbased interventions some schools chose to target particular groups, notably
student leaders or students with mental health or other special needs. Other
schools targeted whole year groups or multiple year groups in each performance
of the intervention. It was noted by participants that having whole year groups
participate at the same time would have been more helpful than selected students
either at a conference style event or in a targeted group in their school. In
general a universal approach rather than targeting specific students appeared to
be more helpful due to the destigmatising nature of the intervention and the
opportunity for whole peer groups to interact during and after the intervention
around the content.
5. However, holding the intervention at schools for large groups presents problems
for smaller schools. It was suggested that a workshop style, instead of the
performance style presented in this research, would be more helpful in these
instances. This is feasible as it is the original form of Forum Theatre and has
been utilised for specific groups by Mind Blank Inc. outside the scope of this
research. This format could also be targeted to groups of students with specific
needs at larger schools.
6. Further activities directly after the intervention to reduce stigma and increase
recovery hope were recommended. Students particularly liked the idea of having
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a lived experience speaker after the intervention. They also stated that discussion
of the intervention being based on real story of young person who is now
managing well would have been of benefit.
7. One of the most endorsed topics for use with this approach was about help

seeking from friends and the dilemma this often creates for friends if
adult/professional help is needed but the friend refuses this. See Theme 7 for
more information about this. In general it is important to directly address help
seeking from the specific source that an increase is desired in, such as mental
health professionals. One student also stated that he specifically reflected on help
negation following the intervention studied in the current research. Therefore, it is
highly likely that Forum Theatre would be useful to assist with exploring and
potentially enhancing help seeking for friends and educating young people about the
phenomenon of help negation in general.

8. The most commonly endorsed topics that this approach could be used for were:
 Self-harm.
 Body Image/Eating Disorders.
 Anxiety, including social anxiety.
 Exam stress including HSC stress.
 Social media, especially the negative consequences of being too open on
this.
 Bullying, especially cyber bullying.

9. Other recommended topics included:
 Sexting/inappropriate use of technology.
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 Family issues generally, including domestic violence and substance
abuse in families.
 Substance use generally.
 Social isolation.
 Discrimination.
 General issues encountered by young people day to day, such as social
issues.
 Bipolar Disorder.
 How to manage anger and other emotions.
 Relationship issues with friends.
 Psychosis including Schizophrenia.
 Obsessive Compulsive Disorder.
 Trauma.
10. Provision of written information to take away from the intervention was helpful
and should be a standard part of the intervention.
11. The practical issues regarding venues and sound dynamics discussed above in
implementation/fidelity issues need to be carefully considered and planned for
each venue/school.
4.2.7 Further research recommendations
Although the results of the current research indicate that the approach is useful,
continued evaluation and refinement is important. Further refinement around the
recommendations above and evaluation of the overall approach and it’s components
would be of benefit. Additionally a randomised control trial would be of benefit. This

156

could include a non-intervention control group along with an intervention control group
to measure the effects comparatively to another approach.
The addition of another aspect to the approach such as active
debriefing/discussion elements and/or a lived experience speaker and rigorous
evaluation of these would also likely be of benefit. Adequate delay and/or longitudinal
measures would also be of benefit to determine the true results of this intervention and
the extent of their longevity.
Further issues to consider in the evaluation of this approach would be to ensure
that all relevant help seeking sources are evaluated, such as internet forums and online
mental health treatment services especially given the preference of young people to
engage less formally and remotely at least initially. It would also be more valid to
measure actual help seeking changes rather than purely intentions to help seek. The use
of a validated stigma/attitude and knowledge measure would also potentially be of
benefit. Attention to solving some of the implementation issues surrounding research of
this approach that were discussed in the Implementation/fidelity section above would
also be important.
Further qualitative and quantitative research regarding help negation, with young
people who have displayed help negation would be of benefit. The use of Forum
Theatre to explore help negation and helping friends could potentially be a useful
vehicle for having these discussions with young people. It is recommended that young
people assisting their friends with mental health problems, and the topic of help
negation more generally, is utilized as a topic for a Forum Theatre intervention and that
the effects of this are evaluated rigorously using both quantitative and qualitative
methods.
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Appendix A
A.1 Show Synopsis
Understanding Depression- Fill in the Blanks by Matt Stewart.
Dan starts the show as a highly functioning, socially well adjusted 8 year old
boy, and an only child in a single parent family. His mother then starts a new
relationship and has twins to this relationship. Following a move to another town due to
family financial pressures and the necessity for Dan’s step father to find new
employment, Dan’s world starts to fall apart. He moves to a new school and finds that
he is not very good at making new friends- “he just grew up with his old ones”. He
finds that he doesn’t fit in and is bullied by some of the other students. He resorts to
isolating himself. He is unable to concentrate with all of the stress of moving and
starting in a new school where he is behind the other kids, and his grades start to drop.
This raises stress in the family home and Dan feels bullied by his Mother and Stepfather
during the ensuing family arguments. One of Dan’s teachers notices that his grades are
dropping and that he is isolating himself. The teacher is well meaning but just does not
know how to connect with Dan, leaving Dan feeling even more isolated. His parents are
now very stressed with all of the changes in the family routine including Dan’s apparent
“attitude” and “laziness” after his mood drops and he starts to isolate himself further
from his family. Finally his parents’ anger boils over and the “tomato sauce bottle
incident” triggers a huge family argument during which Dan swears at his stepfather
saying that he is not “my Dad anyway”. During this argument Dan storms out vowing
never to return. Dan leaves home and finds himself living in a “dodgy flat furnished
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with some dodgy flatmates”. Upon arriving home one day Dan finds his flatmates
affected by alcohol and cannabis. They pressure him into smoking cannabis with him
and he finds that he now fits into a social group and feels a lot better about himself
when “stoned” or drunk. Dan soon finds himself addicted to both alcohol and cannabis.
He stops paying rent and bills and things start to go missing from the household. His
flatmates eventually evict him and Dan resorts to living on the streets. His old school
teacher finds him sheltering in a bus stop one day and tries to help him, which he
aggressively refuses. Dan is feeling more depressed than ever and “suicide is looking
like a better option all the time”…………and now the forum begins.
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Appendix B
B.1 Study 1-Assumption Testing
Assumption testing for analysis of continuers versus non-continuers to post
intervention surveys.

The total sample that completed pre-intervention surveys was split into participants who
continued to post-intervention surveys (continuers) and those that did not (noncontinuers).
Age distributions.
The Shapiro-Wilk statistics were significant for both the continuers (p= 0.000)
and non-continuers (p= 0.000) age distributions, indicating that they may not be
normally distributed. However, the skewness statistics are acceptable for these
distributions at -.52 for continuers and -.84 for non-continuers. Given the large sample
sizes and the acceptable skew (Field, 2013) it has been decided that parametric tests are
appropriate. An independent samples t-test was used to compare the mean ages of the
two groups of continuers (n= 717) and non-continuers (n= 306). There was no
significant difference in variances according to Levene’s test.
Help seeking, knowledge and attitudes distributions.
Normality tests were conducted on the distributions of continuers and noncontinuers at pre-intervention on both the GHSQ total score, informal GHSQ, formal
GHSQ and help negation and the KAMIS-A Total score and KAMIS-A Factors 1, 2 and
3. The Shapiro-Wilk statistic was significant for all scales within the KAMIS-A. The
Shapiro-Wilk statistic was significant for all scales within the GHSQ except continuers
on total GHSQ scores. The skewness statistics were all within acceptable limits of -1 to
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+1 for all scales of both measures (Field, 2013). Given the large sample sizes and the
acceptable skew it has been decided that parametric tests are appropriate.
Independent samples t-tests were performed to compare the pre to postintervention continuers compared to non-continuers at pre-intervention on help
negation, formal help seeking, informal help seeking and total help seeking as measured
by the GHSQ. Levene’s test for equality of variance was significant (p= .036) for the
informal help seeking so the degrees of freedom were adjusted for this t-test. The means
and standard deviations for these distributions are available in Table 3.
The KAMIS-A scales had significant results on the Shapiro-Wilk test (p= .000
for all scales of the KAMIS-A). The skewness statistics for scales were within
acceptable limits between -1 to +1 (Field, 2013). Given the large sample sizes and the
acceptable skew it has been decided that a parametric test is appropriate. The continuers
and non-continuers were compared at pre-intervention on their KAMIS-A Factor and
Total scores using independent samples t-tests. The means and standard deviations for
these distributions are available in Table 6. Levene’s test for equality of variance was
significant for the Total scores (p= .000), Factor 1 (p= .000) & Factor 2 (p= .000) so the
degrees of freedom were adjusted for these t-tests.
Skewness statistics for GHSQ paired samples t-tests
The skewness statistics for all GHSQ items and scales were all between -1 to +1
except for the following. The someone else skewness statistics at pre-intervention and 2
were 1.43 and 1.20 respectively. The help negation item (reversed) (I would not seek
help from anyone) at post-intervention had a skewness statistic of -1.08. Given the large
sample sizes and the acceptable skew it has been decided that a parametric tests are

161

appropriate (Field, 2013). Wilcoxon Signed Rank Tests were also performed but the
overall pattern of results was not different to the t-tests.
Skewness statistics for KAMIS-A paired samples t-tests
The Shapiro-Wilk statistics for all of the KAMIS-A scales were significant (p=
.000 for all scales). The skewness statistics for all factors except Factor 1 were all
between -1 to +1. The Factor 1 KAMIS-A skewness statistics at both pre-intervention
and 2 were -1.02 and -1.10 respectively. Given the large sample sizes and the acceptable
skew it has been decided that parametric tests are appropriate (Field, 2013).

162

Appendix C
C.1

Analysis of knowledge and attitudes to mental illness scale (KAMIS-A)

Factor analysis and Reliability Analysis
Factor Analysis was used to examine the factor structure of the KAMIS-A- Part
A. Both Principal Axis Factoring and Principal Component Analysis were performed
utilising the scores from the pre-intervention data collection (n= 1028) in order to test
the consistency of the factors across the two approaches. The rotation method used for
both analyses was Oblimin with Kaiser Normalisation. Analyses were conducted using
SPSS 19.
The Velicer’s Minimum Average Partial (MAP) Test (O’Connor, 2000) identified that 3
factors should be extracted.
Principal component analysis.
Principal Component Analysis was used to extract 3 factors. In order to remove
any items that cross loaded on more than one component loadings of greater than .4
were identified and removed. This resulted in 3 clear components emerging which were
labelled:


Factor 1-Attitudes Towards and Knowledge of People with a Mental Illness.



Factor 2- Knowledge of Biological Factors in Mental Illness



Factor 3- Attitudes to Diagnosis
Table 15 illustrates the reliability and factor loadings of the final scale as

determined during this Principal Component Analysis. Factor 1 was shown to have a
Cronbach’s alpha of .82. Factor 2 had a Cronbach’s alpha of .52 which is low. Table 16
shows the corrected item-total correlations for this analysis.
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The corrected item-total correlation for item 26 was only .17, but the overall
alpha was reduced marginally if this item was removed from the factor, so this item was
retained. Conceptually the inclusion of this item is also important as young people need
to be aware that getting treatment early for mental illness is important (Item 26- Getting
treatment early is important for a mental illness). Factor 3 had a Cronbach’s alpha of
.45 but this increased to .84 if item 17 was removed. This item is also conceptually
ambiguous as it could be viewed as referring to various concepts dependent on the view
point of the user of the scale (Item 17- People’s attitudes can effect whether they get a
mental illness or not). Therefore, item 17 was removed from Factor 3.
All other corrected item- total correlation scores were acceptable at .20 or
above. The total variance explained by each Factor is also noted in this table and the
total cumulative variance explained by all 3 factors was 31.29% prior to the removal of
Item 17.
Principal axis factoring.
Principal Axis Factoring revealed that items loaded in a similar way in factors to
the Principal Component Analysis and these were, therefore, labelled the same as
Factors 1-3 above. In order to remove any items that cross loaded on more than one
factor loadings of greater than .35 were identified and removed. This analysis revealed
Factor 1 to be identical to Factor 1 in the Principal Component Analysis with the same
Cronbach’s alpha value of .82. However, Factor 2 only consisted of 3 items in the
Principal Axis Factoring and had a lower Cronbach’s alpha of .38 than in the Principal
Component Analysis (6 items). Again, item 26 had a small corrected item-total
correlation of .13 and removal of this item increased the Cronbach’s Alpha to .45.
However, this factor remains less reliable than Factor 2 in the Principal Component
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Analysis. Factor 3 was identical to Factor 3 in the Principal Component Analysis except
that item 17 did not load at >.35 and was not included. The Cronbach’s alpha of this
factor was .84.
All other corrected item to total correlation scores were acceptable at 0.20 or
above.
Final scale utilised for the KAMIS-A- Part A analyses.
Therefore, the results of the factor analysis (Principal Component Analysis)
(with item 17 removed) were utilised for all further analysis of KAMIS-A-Part A
scores. This final scale was re-analysed using Principal Component Analysis to confirm
the factor loadings and reliability statistics and these were as shown in Table 15. The
total variance explained by each Factor is noted in this table and the total cumulative
variance explained by all 3 factors was 40.70%.
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Table 13
Initial Principal Component Analysis Factor Loadings and Reliability Statistics.
Factors & Items

Factor 1- Attitudes towards & knowledge of people with a mental illness

Reliability
(Cronbach’s
alpha)
.82

KAMIS-A13r- People with mental illness cannot finish their education
KAMIS-A14r- People with mental illness cannot work
KAMIS-A8r- Most people with mental illness commit crimes
KAMIS-A6r- Adolescents cannot get a mental illness
KAMIS-A15r- People with a mental illness cannot get their license
KAMIS-A25r- Only poor people have a mental illness
KAMIS-A7r- Most people with mental illness take drugs and alcohol
KAMIS-A24r- You could tell someone has a mental illness by looking
at them
KAMIS-A12- People with mental illness can get better
KAMIS-A5r- Children cannot get a mental illness
KAMIS-A30r- Mental illness is rare
KAMIS-A1- Mental illness can happen to anyone
Factor 2- Knowledge of Biological Factors in Mental Illness

.72
.68
.60
.58
.58
.57
.55
.54
.50
.50
.46
.43
.52

KAMIS-A9- You are more at risk of getting a mental illness if you use
drugs or alcohol
KAMIS-A10-There are genetic risks to mental illness
KAMIS-A4-Mental illness involves chemical changes in the brain
KAMIS-A11-There are genetic risks to alcohol and drug addiction
KAMIS-A16-Some people with mental illness have to be on
medication for the rest of their lives
KAMIS-A26-Getting treatment early is important for a mental illness
Factor 3- Attitudes to Diagnosis

Loadings

.56
.55
.44
.42
.40
.43
.84

KAMIS-A20r- Mental illness is over diagnosed in children
KAMIS-A21r- Mental illness is over diagnosed in adolescents
KAMIS-A22r- Mental illness is over diagnosed in adults
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.76
.88
.85

Table 14
Initial Principal Component Analysis % Variance Explained and Corrected Item-Total
Correlations.
Factors & Items

Factor 1- Attitudes towards & knowledge of people with a mental illness

% Variance
Explained
(Initial
Eigenvalues)
15.67

KAMIS-A13r- People with mental illness cannot finish their education
KAMIS-A14r- People with mental illness cannot work
KAMIS-A8r- Most people with mental illness commit crimes
KAMIS-A6r- Adolescents cannot get a mental illness
KAMIS-A15r- People with a mental illness cannot get their license
KAMIS-A25r- Only poor people have a mental illness
KAMIS-A7r- Most people with mental illness take drugs and alcohol
KAMIS-A24r- You could tell someone has a mental illness by looking
at them
KAMIS-A12- People with mental illness can get better
KAMIS-A5r- Children cannot get a mental illness
KAMIS-A30r- Mental illness is rare
KAMIS-A1- Mental illness can happen to anyone
Factor 2- Knowledge of Biological Factors in Mental Illness

.61
.58
.53
.49
.49
.47
.48
.46
.34
.42
.39
.35
8.52

KAMIS-A9- You are more at risk of getting a mental illness if you use
drugs or alcohol
KAMIS-A10-There are genetic risks to mental illness
KAMIS-A4-Mental illness involves chemical changes in the brain
KAMIS-A11-There are genetic risks to alcohol and drug addiction
KAMIS-A16-Some people with mental illness have to be on
medication for the rest of their lives
KAMIS-A26-Getting treatment early is important for a mental illness
Factor 3- Attitudes to Diagnosis

Corrected
Item-Total
Correlations

.32
.38
.26
.27
.23
.17
7.10

KAMIS-A20r- Mental illness is over diagnosed in children
KAMIS-A21r- Mental illness is over diagnosed in adolescents
KAMIS-A22r- Mental illness is over diagnosed in adults
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.51
.55
.49

Table 15
Re-Analysis of Final Scale: Principal Component Analysis Factor Loadings and
Reliability Statistics.
Factors & Items

Factor 1- Attitudes towards & knowledge of people with a mental illness

Reliability
(Cronbach’s
alpha)
.82

KAMIS-A13r- People with mental illness cannot finish their education
KAMIS-A14r- People with mental illness cannot work
KAMIS-A8r- Most people with mental illness commit crimes
KAMIS-A6r- Adolescents cannot get a mental illness
KAMIS-A15r- People with a mental illness cannot get their license
KAMIS-A25r- Only poor people have a mental illness
KAMIS-A7r- Most people with mental illness take drugs and alcohol
KAMIS-A24r- You could tell someone has a mental illness by looking
at them
KAMIS-A12- People with mental illness can get better
KAMIS-A5r- Children cannot get a mental illness
KAMIS-A30r- Mental illness is rare
KAMIS-A1- Mental illness can happen to anyone
Factor 2- Knowledge of Biological Factors in Mental Illness

.74
.71
.66
.59
.59
.59
.61
.55
.47
.52
.46
.44
.52

KAMIS-A9- You are more at risk of getting a mental illness if you use
drugs or alcohol
KAMIS-A10-There are genetic risks to mental illness
KAMIS-A4-Mental illness involves chemical changes in the brain
KAMIS-A11-There are genetic risks to alcohol and drug addiction
KAMIS-A16-Some people with mental illness have to be on
medication for the rest of their lives
KAMIS-A26-Getting treatment early is important for a mental illness
Factor 3- Attitudes to Diagnosis

Loadings

.63
.65
.50
.53
.42
.33
.84

KAMIS-A20r- Mental illness is over diagnosed in children
KAMIS-A21r- Mental illness is over diagnosed in adolescents
KAMIS-A22r- Mental illness is over diagnosed in adults
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-.82
-.91
-.87

Table 16
Re-Analysis of Final Scale: Principal Component Analysis: % Variance Explained and
Corrected Item-Total Correlations
Factors & Items

Factor 1- Attitudes towards & knowledge of people with a mental

% Variance
Explained
(Initial
Eigenvalues)
illness

21.17

KAMIS-A13r- People with mental illness cannot finish their education
KAMIS-A14r- People with mental illness cannot work
KAMIS-A8r- Most people with mental illness commit crimes
KAMIS-A6r- Adolescents cannot get a mental illness
KAMIS-A15r- People with a mental illness cannot get their license
KAMIS-A25r- Only poor people have a mental illness
KAMIS-A7r- Most people with mental illness take drugs and alcohol
KAMIS-A24r- You could tell someone has a mental illness by looking
at them
KAMIS-A12- People with mental illness can get better
KAMIS-A5r- Children cannot get a mental illness
KAMIS-A30r- Mental illness is rare
KAMIS-A1- Mental illness can happen to anyone
Factor 2- Knowledge of Biological Factors in Mental Illness

.61
.58
.53
.49
.49
.47
.48
.46
.34
.42
.39
.35
10.15

KAMIS-A9- You are more at risk of getting a mental illness if you use
drugs or alcohol
KAMIS-A10-There are genetic risks to mental illness
KAMIS-A4-Mental illness involves chemical changes in the brain
KAMIS-A11-There are genetic risks to alcohol and drug addiction
KAMIS-A16-Some people with mental illness have to be on
medication for the rest of their lives
KAMIS-A26-Getting treatment early is important for a mental illness
Factor 3- Attitudes to Diagnosis

Corrected
Item-Total
Correlations

.32
.38
.26
.27
.23
.17
9.38

KAMIS-A20r- Mental illness is over diagnosed in children
KAMIS-A21r- Mental illness is over diagnosed in adolescents
KAMIS-A22r- Mental illness is over diagnosed in adults
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.64
.75
.70

Appendix D
D.1

Preliminary analyses: Quantitative analysis of student focus group
participants versus other continuers
The total sample that continued to complete surveys post- was split into

continuers to post- surveys and those who also participated in focus groups. Sample
sizes and demographics of the participants of focus groups and other continuers are
displayed below in Table 17.
Table 17
Sample Sizes and Demographic Data for the Focus Group Participants versus Other
Continuers.
Frequency
Female (%)

Frequency
Unstated
Gender
(%)

n

M Age (SD)

Frequency
Males (%)

Focus Group
Participants

57

15.61 (0.94)

23 (40.35)

33 (57.89)

1

Other Continuers

649

15.51 (0.96)

251 (38.67)

398 (61.33)

0

Group

The Shapiro-Wilk statistics were significant for both the focus group participants
(p= 0.000) and the other continuers (p= 0.000) age distributions, indicating that they
may not be normally distributed. However, the skewness statistics are acceptable for
these distributions at .15 for focus group participants and -.56 for other continuers.
Given the large sample sizes and the acceptable skew (Field, 2013) it has been decided
that a parametric test is appropriate.
An independent samples t-test was used to compare the mean ages of the two
groups of focus group participants (n= 57) and other continuers (n= 649). There was no
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significant difference in variances according to Levene’s test for equality of variances.
The t test was not statistically significant (t (704) = -0.75, p= .453, 2-tailed).
A Pearson’s chi-square test of contingencies (α= .05) was used to assess whether
there was a significant difference between gender (male and female) distributions of the
focus group participants and other continuers. The chi-square test was not statistically
significant, χ2 (1, n= 705) = 0.13, p= .724.
Normality tests were conducted on the distributions of focus group participants
and other continuers at Time 1 on the GHSQ total score, informal GHSQ, formal
GHSQ, help negation and the KAMISA total score and Factors 1, 2 and 3. The ShapiroWilk statistic was not significant for focus group participants and other continuers on
Total GHSQ scores and the focus group participants on Informal GHSQ. The ShapiroWilk statistic was significant for all other scales within the GHSQ at p= .000, except the
focus group on Formal GHSQ at p= .009.
The skewness statistics were all within acceptable limits of -1 to +1 (Field,
2013) for all scales of the GHSQ except for the focus group participants on help
negation which was -1.06. Given the large sample sizes and the acceptable skew (Field,
2013) it has been decided that a parametric test is appropriate.
Independent samples t-tests (2-tailed) were performed to compare the focus
group participants compared to the other continuers at Time 1 on help negation, formal
help seeking, informal help seeking and total help seeking as measured by the GHSQ.
The variances were equivalent as evidenced by there being no significant results on
Levene’s test for equality of variances. It was found that there were no significant
differences on help negation (GHSQ 1jr) (t (646) = -0.58, p= .560), formal help seeking
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(t (666) = 0.78, p= .439), informal help seeking (t (668) = -1.08, p= .281) or Total GHSQ
(t (668) = -0.09, p= .927) between the focus group participants and other continuers.
The means and standard deviations for these distributions are available in Table
18.
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Table 18
Means and Standard Deviations GHSQ Measures of Participants of Focus Groups and
Other Continuers Beyond Time 1.
Measure
GHSQ Total

Formal GHSQ

Informal GHSQ

Help Negation
(GHSQ1j reversed)

Group

n

Mean (SD)

Other
Continuer

616

36.62 (9.91)

Focus
Group

54

36.75 (10.02)

Other
Continuer

614

12.21 (5.32)

Focus
Group

54

11.62 (5.28)

Other
Continuer

616

17.80 (4.99)

Focus
Group

54

18.56 (5.08)

Other
Continuer

596

5.23 (1.84)

Focus
Group

52

5.38 (1.93)

All of the scales of the KAMIS-A had significant results on the Shapiro-Wilk test
except for the focus group participants on the KAMIS-A Total scores and Factor 2 scores.
All of the significant results were at p= .000 or for the Factor 1 focus group participants
which was p= .003. Given that the other continuers group had a large sample size this is
not concerning. The only results which are of potential concern are the Factor 1 and 3
for the focus group participants due to the relatively small sample sizes. The skewness
statistics for all scales were between -1 to +1, except Factor 1 for the other continuers
which was -1.05. Given the large sample sizes and the acceptable skew (Field, 2013) it
has been decided that a parametric test is appropriate.
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The focus group participants and other continuers were compared at Time 1 on
their KAMIS-A Factor and Total scores using Independent samples t-tests. The means
and standard deviations for these distributions are available in Table 19. Levene’s test
for equality of variance was significant for the Factor 2 (p= .021) & Factor 3 (p= .011)
so the degrees of freedom were adjusted for these t-tests. The Factor 3 scores (t (62.66)
= -2.05, p= .044) were significantly higher at Time 1 for the Focus group than the other
Continuers. The effect size for the difference in the Factor 3 scores was small to
moderate (d= 0.32). There were no other significant differences for the KAMIS-A Total
scores, Factors 1 or 2 between the focus group participants and the other continuers to
Time 2. An Independent Samples Mann-Whitney U Test was also performed and there
were no significant differences found between the focus group participants and the other
continuers on any of the KAMIS-A scales.
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Table 19
Means and Standard Deviations of KAMIS-A Total and Factors of Participants in the
Focus Groups and the Other Continuers Beyond Time 1.
Measure
Total KAMISA

Factor 1 KAMISA

Factor 2 KAMISA

Factor 3 KAMISA

Group

n

Mean (SD)

Other
Continuer

644

81.97 (8.47)

Focus
Group

57

83.18 (9.37)

Other
Continuer

644

51.58 (6.42)

Focus
Group

57

52.12 (6.61)

Other
Continuer

644

21.00 (3.44)

Focus
Group

57

21.00 (4.11)

Other
Continuer

639

9.47 (2.36)

Focus
Group

56

10.23 (2.68)
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Appendix E
E.1

School Counsellor/Teacher Questions


What did you think about the drama performance?
-Before the performance? (How can we market it better?)
-At the time?
-A week later?
-Now?



What did you like most/least about the performance? What did you think was
most/least helpful about the performance?



Have you noticed any changes in the students’ attitudes towards people with a
mental illness since the performance?



Have you noticed any changes in the attitudes of the students to general help
seeking for mental health problems since the event? How did this change?
(Positive or negative changes?)



Have you noticed any changes in the attitudes of the students to professional
help seeking for mental health problems since the event? How did this change?
(Positive or negative changes?)



What do you think would make it easier for students to go to a mental health
worker for help?



Would you take another group of students to a similar event if it were available?
What about another topic/story? Can you suggest some other topic that would be
useful to cover in a similar format?



Would you recommend this event to a colleague? Would you like to take other
groups of students to the same event? Why?



Would you recommend this event to a friend or family member? Why?



Any other comments or feedback about the event or this approach generally?

176

Appendix F
F.1

Student Focus Group Questions


What did you think about the drama performance?
-Before the performance? (How can we market it better?)
-At the time?
-A week later?
-Now?



What did you like most / least about the drama performance?



What do you think would be most helpful for young people who have mental
health problems?



If you or a friend had a mental health problem, who would you go to for
support? Why?



What would going to a mental health worker be like? Do you know what would
happen?



What do you think would make it easier for young people to go to a mental
health worker for help?



Has your view about going to a mental health worker changed since you went to
the performance?



Have you talked to anyone about the performance, since you went? What sort of
stuff did you talk about?



Have you noticed a change in attitudes in your social group since the
performance?



Do you feel more/less able to discuss these issues with friends now that you’ve
been to the performance? How come?



Would you attend another similar event if it were available? What about another
topic/story?
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Would you recommend this event to a friend or family member? How come?



Any other comments or feedback about the event?
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Appendix G
G.1

Quotes from qualitative study for students and school staff
G1.1

Themes regarding the intervention

Theme 1: Age appropriate.
Realistic and relevant.
“They were fairly realistic situations that…The issue that you’ve got is so
extreme that some of the kids are not going to identify, so you have to do it in a
way that it is extreme but there’s still issues that every kid faces anyway. So it’s
quite a balancing trick….You’ve got your parent thing happening. And everyone
has that to some degree, like you know, the issue with the adult authority.
You’ve got the teacher thing happening. And the peer yeah.” (School Staff
Member)
Non-directive- gave young people a voice.
“These suggestions were what a lot of the adults are saying but they were really,
really strong about it. You know, and I thought they’ve got good ideas and they
had some outrageous ideas too, but they were still thinking and it was okay, that
they were outrageous. We were asking them to come up with anything, but it
just made us realise that giving them a voice is a really important thing and that
sort of theatre definitely did that. The kids were actually able to say, “but you
know you could have done it differently, a different way.” Some kids were more
articulate than others, but they still were able to express that and I thought that
was really valuable.” (School Staff)
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“Yeah, they don’t like being told so they need to feel like they’ve come up with
it even if you just guide it.” (School Staff)
Yeah, and that interaction allows them to feel like they’ve come up with them
themselves and that they can work through it.” (School Staff)
Interaction with peers.
“School Staff 1: I think you get more enrichment from kids coming together and
being at this play and asking questions. I mean, I’m sure that they wouldn’t ask
some of those questions next to their parents and so I think in a school
environment kids are willing to be a bit more risk takers you know, and ask
those questions. So yeah. I think in a school setting is probably a little bit more
ideal.
School Staff 2: Within their peer group.” (School Staff)
Value of young actors.
“They hear it from a different voice. It’s not Mr _______ or Mrs _______ or
Mrs _____ saying this. They’re hearing it from other people and they’re getting
the same sort of consistent message and um, again that’s what attracted us to
having you guys come in, because it’s sharing the same message that we talk
about in a lot of settings but in a different way.” (School Staff)
“And because the actors were young, they weren’t like an old person standing
up there telling you about depression, I think that kind of helped as well.”
(Student)
“I think they just, they somehow were on our level. They were like, sort of
talking to us like they were our age. Not like trying to speak up to us like we’re
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older….I think it’s important to speak to them like the actors were, like at their
level. Because, just like if you’re speaking up to them it makes them feel like, I
don’t know. It’s important to like speak to them like you know what they’re
going through….Not like saying, oh, you’ll get through it, stuff like, or this is
what’s happening, this is how you’re going to fix it.” (Student)
“I thought it was great. I thought it was really interactive with the children, and I
think the kids got involved. As well as adults doing it, there were other young
people doing it which I think made such a big difference so they can relate…..
And I think the kids took stuff away from it because it was other kids doing
it….Yeah I just think if it was an adult standing up there they’d just switch off.”
(School Staff)
Audience members as replacement actors.
“It also got you in, like, that’s the best part about seeing like, our own people do
the parts and like, our take on it.” (Student)
“And I wanted like more people doing the parts and like, Miss _______ playing
the counsellor.” (Student)
“You could move it to a bigger stage area and then more people could come and
be more interactive. But you gotta, I reckon the point, the good part of it, is
keeping it with the people that you know….So then you can, like, when it’s like
they get interactive with it, it makes it just, hilariously funny.” (Student)
“It needed to be more interactive I reckon…. Like get more people involved in
it. Just get them more involved in the scenarios that get played out and then get
them to act it out more.” (Student)
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Varied developmental needs.
“Even older groups and younger groups and it can be tailored to just about any
age group really” (Alternative School Staff).
“School Staff: I reckon 80 kids maybe is probably a good amount of kids.
Interviewer: Yeah, yep, particularly um, when the kids are Year 9’s. Year 9 is
particularly tricky which is why schools tend to send them as well.
School Staff: Yeah, that’s right.
Interviewer: Yeah, yeah. So it’s sort of, Year 9 is a tricky one because they’re a
lot harder to manage in this approach, but again, they’re the ones that need it and
we’re trying to get in early, but yeah, we have actually identified it ourselves. If
we have Year 9’s in particular, to have smaller groups.”
Theme 2: Benefits and risks of the confronting nature of the intervention and trigger
potential for vulnerable students.
Feeling uncomfortable in some parts of the drama is a helpful thing.
“Student: I think a lot of the drama stuff made people in the audience feel
uncomfortable, which then made them think more. I think in a way it actually
was a good thing that they were feeling a little bit… I don’t know, I felt
uncomfortable.… like different points I was a little bit uncomfortable in a way,
but I think that was more helpful than negative.
Interviewer: Yeah, so putting you outside of your comfort zone so that you think
about it. Is that what you mean?
Student: Yep.” (Male Student)
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“I think it was a bit confronting for some young people, but um, overall I think
there was a lot of support with that as well. There was a lot of support from
workers around.” (School Staff)
“But I think that it covered so many, like, in a short span of time it covered a lot
of issues and um, I think although it could have been confronting, that’s not a
bad thing. Um, because as I said, the strategies were fantastic and it was
fantastic involving the kids and all of that too….Yeah, definitely. And I think a
lot of young people need that…they’ve experienced that, but they don’t have the
strategies to deal with it and I think that was really well done. I liked the way
that was done.” (School Staff)
Staffing levels, type and active engagement of staff.
“Yeah, and we were just on the alert to look out for, I suppose student reaction
and just see those that might have been identified that needed extra help I
suppose. That’s sort of what I was thinking of when we were there.” (School
Staff)
“I was a bit disappointed from our end because I didn’t feel that there was
enough ownership, um, of the teachers that came to actually be with the kids and
sit with the kids. But if I planned it again, I would make sure it happened when
the year coordinators for those kids were off, were definitely going to be with
those kids and maybe some of the other teachers that teach those kids….Possibly
year coordinators be there, people that… have some sort of, um, interest I
suppose, or ownership of what’s going on, are there.” (School Staff)
Concern based on lack of experience of approach.
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“We were a bit nervous as to what the content might have been, because it was a
bit open ended. It just said this kid had depression and you know, he was having
problems. So you know, where that could have led him, we didn’t know whether
there was going to be some self-harm scenes or, and as a school, some of the
kids who put their names down have had issues with that, so then we, I sort of
had a few reservations to which I bumped the teacher numbers up and made sure
our counsellors were there… and we had some eating disorder girls and a few
other things, but um, it’s just depression and issues and barriers to overcome,
and a few things. So uh, all that contents worthwhile and it’s part of society and
it’s good for the kids to see. But we didn’t know how it would affect, because
we don’t know the history of every kid.” (School Staff)
Active debriefing process.
“Female Student: And yeah, I think it’s a good idea having teachers there, like
we did last time, in case there are people who come out and want to talk about
it…..and I think maybe making it last a bit longer at the end, for people to kind
of like, when we did the whole like filling those roles ….And so if people have
questions like to the actors or to other people.
Interviewer: And that’s a good point actually because, um, we have wondered
about whether we should do some sort of debrief but we don’t want it to be
somebody…
Male Student: Yeah, that’s what I was thinking.
Interviewer: Yeah, we don’t want it to be somebody gets up and talks about facts
and figures
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Female Student: Yeah.
Interviewer: Because that defeats the purpose in a way. Cause the idea, as
you’ve probably figured out, is to make it more interactive and more sort of
down to earth and more interesting.
Female Student: Oh, you go.
Interviewer: However, we thought exactly that, cause we’ve actually just
recently found out about another approach that’s sort of similar where they do
that. They get the actors to come back on stage as themselves, I mean sorry, as
the characters to start with. And you get to ask them questions about how they
felt and um, just generally ask questions. And you know, we could have some
people there available to answer any questions, like facts or figures wise that you
wanted as well.
Female Student: I think also like, this at the moment is also good idea. But
maybe not necessarily like the feedback questions, just like, I don’t know, a
teacher can sit with like a kind of group of friends you’re comfortable with.
Because you probably wouldn’t want to raise your hand in a big group and ask
like, what happens if this happens. Like some people might, like the more
confident people, but other people might not and then if you have that smaller
group of people you’re comfortable with and your year advisor and another
teacher that you trust, then that would be a good time that you could ask those
questions. Or like, get advice and talk about it, debrief and stuff.
Interviewer: Yeah, yeah. So sort of maybe a two-pronged thing where you have
some time at the end but also have some sort of follow up type session at school.
Female Student: Yeah, closer to the event.
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Male Student: With that follow up thing, Miss (Teacher) always does it in
guidance, like all the boys, we sit around in a circle, like we all sit and just gets
us to say what we like enjoyed about it or got out of it? And boys being boys, we
sometimes we just say just
Male Student: But like, in guidance we usually do stuff like that. When we do
something with mental illness or like, do a follow up lesson on it. That’s the
point of it really.
Theme 3: Engaging nature of interactive learning, humour and issues not sanitised
Entertaining, original and not boring.
The quotes in this section are just a small sample of the many positive comments on this
sub-theme.
“That was original, and anything that’s original can get the kids attention.”
(School Staff).
“I did think the actors were very good. I enjoyed watching them act.” (School
Staff)
“The way they did it was fun and it wasn’t boring. Which is like, yeah,
sometimes you get that perception that it’s going to be.” (Alternative School
Staff)
“Female Student 2: Yeah, it was entertaining. It was funny, and like, made
sense.” (Students)
“Just everything about it was good. It got in there and entertaining and helpful
the whole way through and then you got out and you were disappointed cause
you had to leave.” (Male Student)
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“I think you did a brilliant job. And the way it was set up, the whole way that it
was facilitated was fantastic, the actors were terrific and they really... very
passionate and very dynamic, and you couldn’t help but be drawn in. And there
were some scenes and some parts that were just hysterically funny and other
scenes you were just cringing like. And I just think it was so well facilitated and
they did such a great job and showed such passion that it just made it easy to
want to get involved and be a part of it. I think if you have got dynamic
facilitators like that it doesn’t matter what sort of crowd you’ve got they are not
going to be able to just sit there and do nothing, they are going to want to
interact and I think that was done brilliantly.” (School Staff)
More engaging than other theatre based approaches.
“You know, and I was looking at your performance from what I’ve seen of past
type things as well, and making a judgement of what I’ve seen works well in
schools. And this by far supersedes some of the stuff that we’ve done to the
point where we want to continue next year with that production.” (School Staff)
“I thought it was engaging. Particularly the audience interaction. Um, we’ve
done a lot of work, um, had a lot of external organisations just like ___________
that we’ve had into the school and you just have that limited question time at the
end. Whereas this one was more interactive and once you get a couple of kids
put their hand up then you get that sort of roll on effect.” (School Staff)
Don’t switch off.
“Yep, I just like how it sort of grilled the audience. You sort of felt a part of
what was happening.” (Male Student)
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“You don’t just switch off and hmm go off in your own little world….but you’re
actually paying attention to it and yeah, you’re interacting, like it’s not only
you’re interacting but you’re learning and you’re finding out about something at
the same time, too.” (Alternative School Female Student)
“Um, yeah I talked to my dad and my brother about it, and about how it was
good and informed a lot of people and that. And how it was really interactive
and it wasn’t just something you had to just sit there and switch off and watch.
Like you had to sit there and interact and actually do something.” (Alternative
School Female Student).
Useful for difficult to engage students.
“students at__________ are quite difficult to engage in their learning, so
anything like that is something that I think would appeal to them so we decided
it was definitely worth giving a try” (Alternative School Staff).
“I was sitting at the back where often the kids who don’t engage sit as well. And
um, even if they weren’t putting their hands up and engaging with the actual
performance as an audience member, they were doing it within themselves,
because they would mutter to each other, “oh she should do such and such”, but
they wouldn’t provide that. So they were still actually tapping into it.” (School
Staff)
Entertaining approach motivated students to attend.
“It was actually the kids. Because once they sort of hear about it and heard that
the other group were going decided that they sort of wanted to go to that
instead….It was a good pull for them. It was more the kids that sort of decided I
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suppose for us to go along to participate and yeah that’s what prompted me.”
(Alternative School Staff).
“I talked to everyone, as soon as I got back to school, I was like, you should
have gone, and they were like, ohh really, and I was like, it was really good.”
(Male Student)
“Thought it was funny. Oh, I had a good time. Yeah, it was alright, I didn’t mind
it. I didn’t expect it, especially with how they interacted, like, with the audience
and all of that. So I really enjoyed it, yeah….I’d watch it, it was good the first
time, it should be good the second time.”(Alternative School Female Student)
“Yeah I’d definitely go to another one. It was really, definitely interesting and
enjoyable.” (Male Student)
Humour useful for engagement and lightening the mood to create a less threatening
environment.
“I think they did but not in a serious way, it was kind of like light hearted but I
think it’s even though it’s light hearted they still had insight into what you know
what the issues were and they process that in their own way, you know….Yeah I
don’t think you would be wanting to own up or you know point out Mum’s got
this particular problem in front of their peers in here. Yeah they wouldn’t be
doing that so they make a joke of it but that’s their way of saying hey I
acknowledge that, I understand that.” (Alternative School Staff).
“The humour was good because it kept them listening the whole time.” (School
Staff)
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“It was funny. That was kind of the big thing, like, although it was a mental
health performance it was still funny and relatable.” (Female Student)
“And it wasn’t like melancholy at all either. Like it wasn’t a big cry fest or
something.” (Female Student)
“I thought it was going to be a bit more deep and a lot more heavier but actually
the way they did it, the mood was a bit more lightened, but we still learnt about a
lot of it at the same time. Even more, I think the host, there was like one or two
jokes that came up from the beginning of the play but he ended up using them
throughout the whole thing. Even if it wasn’t scripted a part of it, he did it to just
engage us and like, make us smile every now and then.” (Male Student)
“Male Student: The fun aspect of it as well was like, it wasn’t all super serious
which would put everyone in a bad mood.
Female Student: Yeah, like it makes you zone out when it’s serious and not care
as much.
Male Student: Like if they had of just done a really serious, like him, slowly
going into depression, where as they kind of made jokes through it and stuff and
made it more upbeat and you could actually understand it better.” (Students)
Need to moderate humour.
“I thought it was good as well because I think it’s always difficult to talk to, like
a bunch of young children about all of those health kind of issues. And the fact
that you made it kind of comedic….Without like offense or like, um, it was
really good. It was a really good way of doing it. (Female Student).
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“And also the, that particular, um, crew, they were really good at taking the piss
out of themselves, and the audience in a friendly way, so it wasn’t, uh,
patronising to the kids. It was just a bit of fun, it felt like everyone was on an
equal level. That was really well done.” (School Staff)
Portrayal of issues not sanitised.
“Female Student: They were honest, like they actually did it like it would
happen in real life.
Male Student: Without sugar coating anything.
Interviewer: Yeah, yeah. Yep, yep. So did you think that was a good thing?
Group: [agrees]
Female Student: It was realistic.” (Students)
“Female Student: I like how they didn’t treat us like we were kids. Like they
treated us like we knew what they were talking about and yeah.
Interviewer: So playing it out like real and not sugar coating stuff?
Female Student: Yeah.
Female Student: … So yeah, you felt like, I don’t know another way to put it,
but yeah, I think you put it the right way really.” (Student)
“Interviewer: What about the language, we’re worried, we’re always sort of
unsure about that, the language.
Male Student 1: It made it more relatable because it wasn’t like a teacher talking
to us. Teachers are always like, don’t swear and stuff like that.
Male Student 2: It made it feel more real. It made –
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Female Student 1: It doesn’t bother us. It’s not like we don’t hear swearing
every day.
Female Student 2: Although I must admit we’re pretty immature here, like the
moment the guy first swore everyone went ooh!
Female Student 1: But that’s because no one at this school swears and stuff.
Male Student 2: But only because it’s at school. Oh everyone at school swears
and stuff…
Female Student 2: Yeah, yeah but we’re not allowed to swear kind of thing.
Male Student 1: And if people swear around a teacher it’s like oh!
Female Student 2: Yeah and like, the other day in drama we were listening to
this song and it said the f-word, so the teacher got to it and turned it down
quickly and then turned it back up and like really? We’re in Year 11.
Interviewer: So the teachers might not like it so much but you guys think it’s all
good.
Female Student 2: Yeah, it just made it more, yeah, like us, teenagey related.
Male Student 1: Not just that. The way they were talking and stuff it wasn’t as if
like we were watching a lecture or something like that….It made it more, like
real.” (Students)
“Female School Staff: Um, I understood why they did the swearing and the drug
taking and all that kind of thing but, but it just felt to me like they were trying to
be too cool for school. Like you know, um, and it might have just not been quite
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as necessary to do, um, I mean I understand you’re trying to show that kind of
life as well, but…
Male School Staff: Especially the, like it felt like the language was more about
getting a reaction rather than, not so much about the issue that we and what we
were working into…..Yeah, this reaction of these young people, this confronting
this group of school kids, like well, take this you know?
Female School Staff: The actual performers didn’t really seem to be all that
cool. Um, you know, so it was obviously, you know. And I just don’t know how
necessary that kind of is? Cause the kids get it, like, they understand that you’re
trying to communicate their world without you having to do, having to do it
quite like that.” (School Staff)
Engaging for males.
“Males tend to close down and not…talk about it. So seeing it acted out perhaps
would draw them out a little bit.” (School Staff)
Theme 4: Learning of knowledge and strategies occurs more effectively and more
broadly due to the engaging, reflective, problem solving and modelling approach.
Interaction leads to better learning and retention of information and strategies.
“It was good to have us interact with it as well because I think interaction is a
better way to take in information, because you’re giving information that you
think is correct and getting it confirmed back at you sort of thing.” (Female
Student)
Provides opportunities for practical reflection, problem solving and modelling.
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“I just think it’s a good way for people to be aware of stuff and…and find out
stuff and react in different situations.” (Alternative School Female Student)
“Trying new situations. I thought that was really interesting in the way that they
got the audience to, um, suggest ways of doing things differently. I thought that
was really, really helpful, and obviously that was the whole reason, raison d’etre
of things. They did that really well. I think the actors were really professional
and believable. The situations were realistic and that was important too, because
after talking to the kids on the way home, um, yeah it really struck a chord with
a lot of them in the sense that they understood what was going on. So it wasn’t
over their head, it wasn’t too theoretical… it was very grounded and practical …
so yeah I thought that was really important because otherwise it wouldn’t have
sunk in as much as it did probably and they wouldn’t have reflected.” (School
Staff)
“I thought it was fantastic….really well paced. Um, I think that it was great to
give the kids an opportunity to be involved and see how they would change
things, because it sort of helped with them understanding strategies, how to deal
with that…if they’re approached, in that situation…. I liked how at the
beginning it started out… you had the problems and that particular character
dealt with it his own way, um, but then coming back and relooking at some of
those things and how the young people could then change it themselves…..I
thought that was really good……And I think a lot of young people need that.
Those strategies, they’ve experienced that, but they don’t have the strategies to
deal with it” (Alternative School Staff)
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“Male Student 1: Nah, I, there’s like, a play like that, I think, especially because
we’re a smaller year group, there’s not so much impact on it but it gets people to
think about it and I think…
Female Student 2: Yeah it didn’t change my life but I still thought it was good.
Male Student 1: It’s yeah, it’s not like, it’s made some sudden change, but I
think some people probably, if something came up, think about it.
Female Student 2: Yeah. Like it would have affected more people than others.
Interviewer: Yeah, some people more than others, yeah, yeah, and maybe if
something comes up in the future you think it might….
Male Student 2: Yeah, so it might not be making a visible effect right now, but
in peoples’ heads they might think subconsciously.
Female Student 2: When they’re thinking back.
Interviewer: Yeah. Yep. Think back to it if it comes up as similar issues.
Female Student 2: Yeah.
Female Student 1: Yeah. Like if (student) started smoking and suddenly he was
living on the streets, smoking bongs every day, I’d feel like, you’re just like
Dan.
Male Student 1: It’s what’s going to happen.
Female Student 1: I’d be like, you need help.
Male Student 3: Smoking ciggies.
Female Student 1: And having a baby with a teacher doesn’t help.
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Male Student 2: Maybe less like that, more like the sauce bottle situation that
they did…
Female Student 2: Yeah, where they changed his reaction.
Male Student 2: If I’m in a fight with my parents maybe I’ll be like, maybe I
should just calm down and just talk to them.
Female Student 1: Yeah, so just like, when something in your life relates to
something like that, it makes you reflect it.” (Students)
Highlighted lived experience, causes and gradual development of issues.
“It was really good. I liked because, um, it sort of showed me what, like, when
we learnt about depression we never really got told, like what it was like for a
person. We never really saw that, they just told us when you’re depressed, you
know, you get really sad and then you get suicidal and you can go to this place
to help it out. Like it was good to see depression in action sort of thing.”
(Female Student)
“Female Student 1: The scenario thing, I thought that was a good way to show
how depression starts out.
Female Student 2: And how quickly it can escalate.
Female Student 1: Um it kind of gives you an idea of how something can start
out really small. Like one of my friends has depression and you can kind of see
how, I don’t know, I kind of have a bigger idea of how it starts out and how it’s
not just one big thing that all of a sudden appears.” (Female Students)
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“Female Student 1: Um, it explained like how people got drug addictions and
stuff and that sort of thing. How that actually happens or the process that leads
up to that.
Female Student 2: Yeah I think they just found it interesting, like the lead up to
how people can, like, develop drug addictions, because it’s not something that
was really discussed. Like it’s usually, like, what’s usually discussed is like,
once they’ve developed an addiction, not like what may cause that or what may
lead people to becoming homeless.” (Students)
Interaction provides opportunities for engagement and reflection after the intervention.
“Male Student 1: Well I’ve been thinking about what we didn’t get up to….. we
didn’t get up to the next bit where he was living on the street and he had an
opportunity to get out and he didn’t take that opportunity. So I was still thinking
about ways that he could have taken that opportunity……I remember that
because that was the bit we didn’t get up to.
Interviewer: Oh okay, so it was sort of like the bits that we didn’t do you also
thought about.
Male Student 1: Those are the bits that left, that was something that I was
remembering.
Male Student 2: That’s sort of good in a way though. That reflective, like, we
can sort of reflect on our own ideas and opinions……So like, the whole thing of
having it so we could voice our opinions got us thinking about, you know, what
is a good way to solve this?
Female Student: I thought that too.
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Interviewer: Yeah, yeah. So do you think that that’s a better way to do it or do
you think if somebody stood up and gave you information about it or somebody
said it to you, would that be better? About telling you how to deal with it?
Male Student 1: A bit of both I think.” (Students)
“The kids constantly talking about me going up on stage to do the role of the
mother, because I got to do that. Yes. I got to do that. And it was the kids that
sort of roped me into that bit as well and sort of volunteered me without my
consent. So I thought you know part of, well stepping outside of your comfort
zone and doing things and also sort of role modelling that to the kids I thought
that this is great opportunity to do that. So I did it. Much to their shock because
they actually thought I wasn’t going to get up, so that sort of you know showed
them it was really scary and I was terrified and really really nervous but I
actually made it through and I think I did a pretty good job. And following that
the kids are now asking and reliving it because I actually got up on stage and did
that bit. So there was a lot of conversation around the nervousness of performing
and how I did perform as the mum compared to the original mum and so that
was interesting.” (School Staff)
Modelling and testing out strategies in a safe environment.
“I think the fact that the audience were able to redirect it was a really, really
positive thing giving them some other options. What else could he have done
was a great way to reframe things for them because that’s not something they
would probably have done necessarily in their own situations.” (Alternative
School Staff)
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“Yeah, gave the kids the opportunity to try and problem solve. I think that was
really really good.” (School Staff)
“And um, yeah another student, um, she has a lot of negative self-talk…..I was
really pleased that she was there to watch that and to reflect on how she could
think differently about circumstances in her own life and maybe also be exposed
to all the different ways that she can access help if needed, you know, so any
sort of exposure to mental health in a normalised environment is important for
young people. (School Staff)”
“Oh I’d love to see more of those things run: yeah lots of them. Like it’s a good
way for young people to sort of get a bit of insight and have a bit of a say about
what is happening for them but in a non-threatening environment where its more
sort of role playing and role modelling rather than them sitting and having to
explain their story to a, in a clinical type setting. It’s a good way for them to
explore some of those things and explore some of those emotions in a very
creative and controlled environment.” (Alternative School Staff)
“I think it’s good if we can give a message and then give them strategies. So the
kids can walk away with some tools from that production, particularly disclosing
to a person, I’m cutting myself and all that, and what to do exactly. I think that’s
really important.” (School Staff)
Need for modelling of strategies post-development of mental health issues.
“But um, maybe it could have had, I guess in a way more information on how to
solve depression and get past it sort of thing.” (Female Student)
“They kind of talked about what, how to change it in the past, rather than how to
change it when you’re……when you have depression.
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Interviewer: Okay, so it’s more like, okay so when you are depressed what do
you do? That was sort of missing.” (Female Student)
“I think it probably highlighted more the symptoms of depression rather than
looking at strategies and how to deal with it. I don’t think it focussed enough on
that.” (School Staff)
Information Stalls/Provision of written information.
“School Staff Member: And something a little bit in a different format, I could
see for instance, um, all that information could be put into a cartoon, like a
comic book format. You know, so it’s more, it’s more targeted at them, what
they’re interested in.
Interviewer: Yep, yep. Okay, that’s a good idea. Maybe that’s another project to
do for the next one.
School Staff Member Yeah. You could do a comic book story on the theatre,
what happened in the theatre.
Interviewer: You could, and have like the extra bits there with it as well perhaps
for where do you go for the help.
School Staff Member: Yeah, yeah. That’s right,”(School Staff Member)

“Interviewer: Did you get the youth Beyond Blue packs at the end in the white
envelope as you left?
Female Student : No.
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Interviewer: Okay, I’m thinking that this is a problem with that particular
performance because that’s what groups who went to that performance have
said. Okay, alright, because that was meant to be some information about
anxiety and depression.
School Staff Member: That’s what we need. This is what I was saying earlier to
Kerry. That um, I expected when I said to you guys that we’re going to a
conference, that I expected it to be a bit a play and perhaps someone giving us a
forum or information or handing out things. Not just go and grab what you want
from the table, see what you want. I expected more packs…” (School Staff and
Student)

Theme 5: Awareness raising opportunity which students continued to talk about
afterwards and how to embed further discussion within school
life/curriculum/teaching.
Awareness raising opportunity.
“But I think there was a buzz around. You know, there was a buzz around the
play.” (School Staff)
“There’s obviously, I think that there’s this issue is just going to be such a
growth issue and again, any way that we can find engaging ways of breaking it
down and encouraging kids to get support when they need it and looking at their
networks, um, and knowing that, and just that there’s an awareness around, this
will be, this is a big part that’s going to affect you or a lot of people around you,
so yeah I think there’s value, yeah.” (School Staff)
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“I was thinking it was a good opportunity for…kids to be exposed to more
discussion about mental health because I think in our school there’s quite a bit of
discussion already. Um, and kids seem to be really interested…. That when we
start talking about mental health they prick their ears up because they know it’s
something that’s relevant to them. So I thought that it would be a good
opportunity for the kids at least.” (School Staff)
“A lot of kids do seek the counsellor or have access to other outside agencies so,
it probably just added another layer.” (School Staff)
“School Support Officer: A lot more people have come to me regarding, um,
talking to Headspace and stuff like that…So, like enquiring about what is it,
what does it do, would it be good for me? So I’ve probably had more people
coming. So since that performance I’ve had an extra five kids go to Headspace.
Male School Staff: Yeah, I think there’s more kids coming to see you. Like it’s
raised your profile a bit….Okay, so it just increased your presence in the place,
uh, and yeah I think there have been more kids, I’ve seen more kids than you.
Whether it’s just that mental health issues, uh, it being amplified recently, I
don’t know. But yeah, it’s definitely increased the presence of it.” (School Staff)
Students continued to talk about it afterwards.
“The situations were realistic and that was important too, because after talking
to the kids on the way home, um, yeah it really struck a chord with a lot of them
in the sense that they understood what was going on.” (School Staff)
“Because even when we were discussing, when we were going to the thing, he
was talking about the fact he’d seen a psychiatrist before and stuff like that.”
(School Staff)
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“I think another positive but, was at least those students where they’re talking
about some of the issues.” (School Staff)
“And even then, when they came back to school, their other peers were asking
‘oh what did you see?’ So even that’s gotta be a positive.” (School Staff)
“Female Student: Um, yeah I talked to my dad and my brother about it, and
about how it was good and informed a lot of people and that. And how it was
really interactive and it wasn’t just something you had to just sit there and switch
off and watch. Like you had to sit there and interact and actually do something.
Interviewer: Yeah, yeah. And did you talk about the specific content of it? Like
about, if it was about depression or that it was about…?
Female Student: Yeah a bit.” (Female Student)
“I talked to everyone, as soon as I got back to school, I was like, you should
have gone, and they were like, ohh really, and I was like, it was really
good….Just everything about it was good. It got in there and entertaining and
helpful the whole way through and then you got out and you were disappointed
cause you had to leave.” (Male Student)
“Really good, I thought. Really, really good. Really relevant. The kids laughed.
It was entertaining. They talked about for long time afterwards. Very, very
good.” (School Staff)
“I got home that afternoon and mum was like, did you enjoy it? And I could
just not stop talking about it. I was like, yeah it was so much fun and yeah.”
(Female Student)
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“Female Student 1: Immediately after the play that we sort of thought about it,
like on the bus, like on the way home sort of thing….I think there were more
people willing to talk about it. Like there was an initial discussion after the play
about mental illness and what they’d do in a given situation.
Interviewer: So a bit more willing to talk amongst friends and stuff.
Female Student 2: And yeah like, even more so like, it gave an opportunity to
talk about it. Like I don’t think a lot of people talk about it because there’s not
really a call for it….So like, just by having that play, it gave everyone an
opportunity to like, to bring it up, because it was called for.
Interviewer: Yeah, okay, So it was like a sort of, gave focal point for that
opportunity. Yeah. Alright.
Male Student: Afterwards, like, like after that day, not a lot of people would
really talk about it because –
Female Student 1: It’s a hard situation to bring up.
Male Student: it’s, just, awkward.
Interviewer: Yep, yep. So its awkward but maybe on the day –
Male Student: On the day I suppose people talked about it, but not afterwards.”
(Students)
“Female Student 1: I told my mum.
Female Student 2: Yeah, so did I.
Male Student: Yeah.
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Female Student 2: I told her, like, how they explained it and how it was really
helpful and it was like, really good and I liked it.
Female Student 1: My mum said it was great how they did it, like how he got on
the drugs and stuff and how we were able to, like, say our say and hear that bit
acted. My mum thought it was a great idea.
Female Student 1: And it was like, really helpful and interesting that –
Female Student 2: That’s why my mum like, Sir said, you don’t have to do the
surveys, like it’s okay, but my mum’s like, why’s everyone so scared of it? It’s
everyday life, why would people’s parents worry, because their parents should
be informing their kids that this is happening all around. So mum liked it.”
(Students)
How to embed further discussion within school life/curriculum/teaching.
“Interviewer: So it was hard to –
School Staff 2: If they had all maybe seen the performance we could have
incorporated into our lessons.
School Staff 1: Yeah.
School Staff 2: Yeah, so I think if you had taken the one class then you could
come back…..
Interviewer: And do something with it afterwards.
School Staff 1: Yep….I think it would, like we mentioned before, if there was
that debrief and there was that part to it I would say yeah definitely. It would be
good to do. Um, and we could possibly look at where we’re teaching similar
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issues, so if we are looking at mental health for example, where that fits in with
our school program, and then there’s that follow up and a little bit of preinformation as well, like so that would probably work more effectively …”
(School Staff)
“Male School Staff: Well I actually had about a dozen kids over the course of
three or four days following it come up to me and say they were disappointed.
Like the forms they might have filled in that they were entertained, which we all
were, it was quite entertaining, but afterwards they reflected on it and said they
thought it was missing a debrief, um, and it was missing some realistic strategies
that were linked to helping people in those situations. Um, so probably a third of
the kids that I actually spoke with were left a bit disappointed that it didn’t have
a bit more seriousness to it. So as I said, the kids weren’t forced to go, they went
because they had a particular interest in going, some of them might want to be
psychologists and so on and so forth, but they, they didn’t see it as a worthwhile,
when reflecting on it, days later so yeah.
Female School Staff 1: I think some of the students also mentioned that more so
in the first part of the performance than the second part….I just thought that it
missed having realistic solutions and a debrief. That was what it really lacked,
and um, I think if it had the debrief even, it could have tied together, um, some
of the problems that they really wanted addressed.
Male School Staff: I don’t know if we were, was there meant to be a debrief?
Was there one in the morning session?”
“Male Student: If we’re all there at the same time, we all understand it.”
.
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“Female Student: Yeah, and I think maybe making it last a bit longer at the end,
for people to kind of like, when we did the whole like filling those roles…and so
if people have questions like to the actors or to other people.
Interviewer: And that’s a good point actually because, um, we have wondered
about whether we should do some sort of debrief but we don’t want it to be
somebody…
Male Student: Yeah, that’s what I was thinking.
Interviewer: Yeah, we don’t want it to be somebody gets up and talks about facts
and figures
Female Student: Yeah.
Interviewer: Because that defeats the purpose in a way. Cause the idea, as
you’ve probably figured out, is to make it more interactive and more sort of
down to earth and more interesting.
Female Student: Oh, you go.
Interviewer: However, we thought exactly that, cause we’ve actually just
recently found out about another approach that’s sort of similar where they do
that. They get the actors to come back on stage as themselves, I mean sorry, as
the characters to start with. And you get to ask them questions about how they
felt and um, just generally ask questions. And you know, we could have some
people there available to answer any questions, like facts or figures wise that you
wanted as well.
Female Student: I think also like, this at the moment is also good idea. But
maybe not necessarily like the feedback questions, just like, I don’t know, a
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teacher can sit with like a kind of group of friends you’re comfortable with.
Because you probably wouldn’t want to raise your hand in a big group and ask
like, what happens if this happens. Like some people might, like the more
confident people, but other people might not and then if you have that smaller
group of people you’re comfortable with and your year advisor and another
teacher that you trust, then that would be a good time that you could ask those
questions. Or like, get advice and talk about it, debrief and stuff.
Interviewer: Yeah, yeah. So sort of maybe a two-pronged thing where you have
some time at the end but also have some sort of follow up type session at school.
Female Student: Yeah, closer to the event.
Male Student: With that follow up thing, (School Staff Member) always does it
in guidance, like all the boys, we sit around in a circle, like we all sit and just
gets us to say what we like enjoyed about it or got out of it? And boys being
boys, we sometimes we just say just
Male Student: But like, in guidance we usually do stuff like that. When we do
something with mental illness or like, do a follow up lesson on it. That’s the
point of it really.” (Students)
Theme 6: Improved relationships with self or others-stigma and attitude change.
Better relationships between students after the intervention- less stigma.
“The things we’ve learnt about before, like when we’d been spoken to about
mental health problems, they kind of said, this is what will happen, like, you
know, you won’t be able to concentrate blah, blah, blah. But it was, I don’t
know, I guess we had a different feeling about it after seeing people act it out
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and how it would actually affect like, people our age, how it would affect their
life, just like, even in the smallest details.” (Male Student)
“Female Student 1: It kind of gives you an idea of how something can start out
really small. Like one of my friends has depression and you can kind of see how,
I don’t know, I kind of have a bigger idea of how it starts out and how it’s not
just one big thing that all of a sudden appears.
Interviewer: So you got bit more of an idea about how these things can build
up…
Female Student 2: And it helped as well because I’ve also got, um, a friend with
depression and it helped because it had a lot to do with what’s going on around
you affects mental things, like your mental state, and it was really good to look
at that and I think about my friend now and it kind of relates to what happened
to that boy in the play and what’s happening to her as well.” (Students)
“Interviewer: So have you noticed any changes in the student’s attitudes towards
people with a mental illness or mental health issues in general since the
performance?
Female School Staff: I think because of where I work too I am pretty fortunate
with the young people we work with and they are pretty good like that and the
particular group of kids we took along, um we have one very challenging and
complex client that’s part of that group and because of his differences he has
always felt very different and not part of the group, but this group in particular,
this group of young kids really went out of their way to sort of make him feel
more included and be more accepting of those differences even when he was
sort of challenging them, because he can be quite challenging with some of those
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differences. And one young boy in particular in that group that was always a bit
more standoffish and not so interactive I think it sort of opened and gave him a
bit of insight, that this young boy did not ask to be this way and he needs to
make more effort to understand him to have...Just having him in the group in
general but I think the theatre experience actually my group participating in that
especially with this young boy as part of the group already with some of these
issues already occurring this performance it just so happened that it fell into
place and it was just a really perfect environment for them to get an insight into
how it might have been for him in that situation….Rather than look at him for
his differences try to work out how they connect with him. And that was the sort
of shift and change over the few weeks following that performance with this
particular young boy in the group….So that gave me a bit of...sort of...I guess
encouragement that even though this boy is very very different that that helped
them understand or give a bit of insight and respect to his differences rather than
segregate him for them…We got one of them to actually go through with his
assessment with Centrelink and it said he needed to go on a Disability payment
as a result and that had been 12 months-trying to get those things happening for
him to accept that he actually had a disability that required a special payment
that...and so I think too because of the way the group sort of managed and
worked around with him since then, um and in particular one of the other young
males just would not engage with this boy at all he... it was through a
conversation, and not a heated debate but a discussion, where they really hashed
things out about why and what normality was for both of them and had a very
heated debate in the end where they finally got a point to that they could agree
on each other’s differences. But it was enough to prompt this other young fellow
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to sort of say, you know what they have all been telling me for so long maybe I
do need to follow it through. And then he actually approached his other support
worker to take him back to Centrelink to get that stuff fixed. Quite to our shock
because it was on his initiative where we would be pulling teeth to get him to go.
Or drag him there very unwillingly. So that was a bit of a turnaround because it
actually made him identify even though he is different, it is ok to be different.
Rather than him feeling that he was different but needed to do something to
change that so he can fit in. You know seeing that shift and change in his
mindset that he sort of not fully accepts it but understands it ok. You know and
lets himself to be ok with being different. And especially for the other young
boy that’s usually quite judgemental and not so nice to other young people that
was a big step and a big change for him. But outside the group setting I don’t
know whether he would actually behaviour the same way towards this young
fellow. So that would be interesting to see.
Interviewer: Yes within that group...
Female School Staff: Yes within that group and that activity he yeah, he
changed. Over that six weeks it was yeah... (Alternative School Staff Member)”
“I think when we first came back everyone was more, interacting with each
other, and everyone was just getting along better in a way.” (Female Student)
Better relationship with self after intervention- less self-stigma.
“School Staff: I think that it probably clarified some things for them and it and
certainly made them understand that it was everywhere, it wasn’t necessarily
something that was unique to them…
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Interviewer: so you think that you didn’t necessarily discuss it but you think they
probably came away from it with a little bit less stigma perhaps
School Staff: definitely. And because of the situation that was portrayed was that
he was a person who was going fine and then things changed for him and that
was why his life changed.” (Alternative School Staff)
“Female School Staff: I’m thinking of two students. Um, I think for one of them
it made him feel more normal….Because even when we were discussing, when
we were going to the thing, he was talking about the fact he’d seen a psychiatrist
before and stuff like that. And I think he, I could feel that there was this stigma
and he felt stigmatised by that because he had to sort of justify why he did that
and um, so for him I thought it was a really positive thing because he saw that,
and I guess maybe he reflected on his own experience with a more empathetic
point of view…Another student, um, she has a lot of negative self-talk. So I
haven’t noticed anything different but I was really pleased that she was there to
watch that and to reflect on how she could think differently about circumstances
in her own life and maybe also be exposed to all the different ways that she can
access help if needed, you know, so any sort of exposure to mental health in a
normalised environment is important for young people.
Interviewer: Would you recommend this event to a colleague?
Female School Staff: Yep, yeah, definitely….just the more exposure and the
more um, education and information the kids have, um, the less stigmatised
they’ll feel if they need to….” (School Staff)
More “real” understanding of development of and impact of mental health issues after
intervention.
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“Female Student: I think maybe I get it a little bit more, so it’s kind of easier to
talk to my friends who have depression and things like that because I kind of
understand it a little bit more and I just know what they’re going through
more… Cause at first, I had, because you know, I’ve never been depressed or
anything like that before, so I don’t really understand how it happens and why.
Like they’d say why but I didn’t really fully get it. Now I’ve seen that, I’m like,
oh okay…And it’s easier to talk to them about it now.
Interviewer: Yeah, so it makes it more real for you as well.
Female Student: Yeah.” (Female Student)
“ I mean we have a lot of conversations, because I teach psychology um, and I
come from a humanistic background so I’m always honing in on what’s
happening for the individual and how they experience things rather than um,
looking at the statistics and the trends and the different theories. Um, I always
try to apply them in a personal way. So um, these guys are very empathetic
anyway. Um, I haven’t noticed any specific changes but maybe a little bit of
circumspection that they’re bringing to their discussions now. It’s more, it’s
more real, so when we talk about depression for instance they have a context as
well as their own experience, they have another context to reflect on, um, how
those sort of things can happen and what leads to it and um, so yeah.” (School
Staff Member)
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Factors affecting attitude change- venue and event style.
“Interviewer: Have you noticed a change in the attitudes of your social group
since the performance? I know you only came like as a group of nine with Mrs
_____, but yeah, have you at all noticed any difference?
Female Student 1: I don’t know…
Female Student 2: Like just within us, like the nine of us?
Interviewer: I suppose so because that’s all that went so, yeah.
Female Student 1: Um, no.
Male Student: Yeah not really.” (Students)
“Female Student: So it was really good. And I don’t really talk about any of the
like issues displayed in the piece or whatever. I just really told my friends what
they did and stuff. How they acted.
Interviewer: So about the approach rather than the content.
Male Student: I cause I don’t think people would really like understand the
context of it if they didn’t know the approach.” (Students)
“Interviewer: have you noticed a change in the attitudes of your social group
since the performance?
Female Student: Uh not really for me because no one in my group went to the
performance” (Student)
“Interviewer: Yeah. So if it was at your school or something…
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Male Student: Yeah, it makes it feel like everyone else is, like, understanding
what you’re understanding.
Female Student 1: Yeah.
Male Student: Like, getting the same message that you’re getting.
Interviewer: …and then it wouldn’t be this, oh I can’t really talk about it because
you probably wouldn’t understand it because it’s out of context now.
Male Student: If we’re all there at the same time, we all understand it…. (student
stating that it would have been better to have more students from their own
school at the performance)
Female School Staff: (in relation to having had double the amount of students
[50 students] compared to other schools that only had up to 25 per school)
….having that large group of kids from this school together I think made it more
beneficial as (Male Student) was saying. So if you had small pockets of kids
from different schools, you might have, I don’t know what the other sessions
were like, but were they different in responses or did you get the same sort of
responses from the kids wanting to join in and all that sort of thing?
Interviewer: …Well we’ve always had kids wanting to join in, um, with the
interactive side of it. But I just think that perhaps the after effects might be
different. You know what I mean? The whole, when you come back to school
you can’t really talk about it because no one really understands what it was you
experienced…
Female School Staff: Where as having that larger group of kids, yeah.
Female Student 2: Yeah…” (Students and School Staff Member)
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Factors affecting attitude change- follow up and other mental health promotion.
“Interviewer: Have you noticed any changes in the students’ attitudes towards
people with a mental illness since the performance? I mean, you mentioned you
thought it might have been de-stigmatising but anything specific?
Female School Staff 1: It’s probably hard to…
Male School Staff: No, it was kind of, the day you know, to be fair, we do teach
that topic this term, but uh, the day came upon us pretty quick and there was
only a sprinkling of kids from different classes so…
Interviewer: So it was hard to –
Female School Staff 1: If they had all maybe seen the performance we could
have incorporated into our lessons.
Male School Staff: Yeah.
Female School Staff 2: Yeah, so I think if you had taken the one class then you
could come back…..
Interviewer: And do something with it afterwards…
Male School Staff: Yep.” (School Staff)
Factors affecting attitude change- intervention characteristics.
“Female School Staff 1: I think another positive but, was at least those students
were they’re talking about some of the issues. So…it does raise that awareness
and also it is that comedy light centre to it, focus to it, and it does maybe destigmatise some of it as well. So that could be the positive of it.
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Female School Staff 2: And even then, when they came back to school, their
other peers were asking ‘oh what did you see?’ So even that’s gotta be a
positive.” (School Staff)
“Interviewer: Have you noticed …any changes in the students’ attitudes towards
people with a mental illness since the performance? Was there much talk I
suppose about that sort of thing afterwards? Did the kids talk about that?
Male School Staff: I think they did but not in a serious way, it was kind of like
light hearted but I think it’s even though it’s light hearted they still had insight
into what you know what the issues were and they process that in their own way,
you know.
Interviewer: And that’s the thing with this particular group of kids they do tend
to do things quite light hearted and brush it off and it’s not about me it doesn’t
affect me
Male School Staff: yeah yeah exactly. Yeah I don’t think you would be wanting
to own up or you know point out Mum’s got this particular problem in front of
their peers in here. Yeah they wouldn’t be doing that so they make a joke of it
but that’s their way of saying hey I acknowledge that, I understand that.
Interviewer: Yeah so you think that they connected with it on some sort of level
or....
Male School Staff: yeah on their level. On some kind of level.” (Alternative
School Staff)
“Male Student 1: You got to empathise with the characters…. you started to
empathise with him and like, you started to feel, oh I’ve had something similar
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to that before….Like with going to a new school and trying to fit in or
something. Or when you transition from primary school to high school and
trying to get to know everyone….You start to empathise with that.
Male Student 2: There was something really relatable.” (Students)
Suggestions for further stigma reduction and building of hope
“Interviewer: …If it relates to it then I’m happy for you to talk about it in this, to
do with the theatre as well. But just in general, what do you think would make it
easier for young people to go to a mental health worker for help if they did
happen to need that?
Female School Staff: The more it’s talked about…and with the different places
that they can go and things like that… the more it’s put out there, I think… the
more familiar it becomes and it doesn’t become this thing you’re ashamed to go
to and seek help….mainly I think just, yeah, getting the message out there…
even through different ways. Like the theatre was really good. But like even
through concerts or yeah, performances …Competitions, things like that might
give…just spreading the message out I think.
Interviewer: Another way to engage……do you think that the theatre thing was
like another…good way of doing that in amongst a whole lot of different things?
Female School Staff: Yeah, definitely. It definitely was yeah.” (Alternative
School Staff)
“Interviewer: Okay, so um, what do you think would be most helpful for young
people with mental health problems? In a general sense. If it relates to the
theatre thing, fine, but if it doesn’t, just in a general sense, what do you think
would be most helpful?
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Female Student 1: A good role model?
Interviewer: Yeah, yeah. Particular things that you think the role model should
provide? or just…
Female Student 1: Just support.
Female Student 2: I think someone that’s gone through it and has succeeded in
their treatment and is now well.
Male Student 1: Like a mentor to give them a bit of guidance.
Interviewer: Yep. Yeah, that sounds like a good idea. Do you think it would be
useful for someone like that to speak at the end of the performance?
Female Student 2: yeah, I think that would have been great.
Female Student 1: Yes….So I think the stigma attached to being in a situation
like that or even thinking that maybe I might be mentally unstable, just the way,
it sounds cliché, but society perceives it. So trying to tell them that it really is
okay and a lot of people do have it, and a lot of people don’t know that and
that’s why, that’s the main reason they don’t seek help because they find it
something to be ashamed of and embarrassing.
“Interviewer: Yes. Yes, okay.
Male Student : And they feel detached and like they don’t belong.
Interviewer: …So what do you think would be helpful to counter that?
Female Student : Like oh, they said it before, like examples of people that have
gone through it that –
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Interviewer: That have come through the other end…
Female Student : And that does happen to people. That it is okay and that it does
go away…..But it’s up to you to do something about it, seek help to help
yourself.” (Students)
“Interviewer: So what do you think would make it easier for young people to go
to a mental health worker for help? Or counsellor, psychologist, you know,
whatever you call it.
Male Student 2: If the whole stigma of it was removed, like, yeah, like if you’re
a kid now in high school and you’re known that you’re going to a counsellor,
you’re known as the crazy kid or something. If that was removed then there’d be
a lot more kids going I think.
Interviewer: … So we talked a little bit about stigma and how to remove it
before. So maybe getting somebody who’s been there, done that, and come
through the other end, you know, to talk at somewhere like the performance or
somewhere else perhaps. Uh any other ideas on that or would that be your main
suggestion?
Male Student 1: No ideas, I don’t think. Just the stigma attached to it.”(Students)
Theme 7: Help seeking-change, no change & potential for change.
Actual help seeking change apparent but hard to gauge overall.
Reflection on help negation.
“Male Student 1: Well I’ve been thinking about what we didn’t get up to….. we
didn’t get up to the next bit where he was living on the street and he had an
opportunity to get out and he didn’t take that opportunity. So I was still thinking
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about ways that he could have taken that opportunity……I remember that
because that was the bit we didn’t get up to.
Interviewer: Oh okay, so it was sort of like the bits that we didn’t do you also
thought about.
Male Student 1: Those are the bits that left, that was something that I was
remembering.
Male Student 2: That’s sort of good in a way though. That reflective, like, we
can sort of reflect on our own ideas and opinions……So like, the whole thing of
having it so we could voice our opinions got us thinking about, you know, what
is a good way to solve this?
Female Student: I thought that too.
Interviewer: Yeah, yeah. So do you think that that’s a better way to do it or do
you think if somebody stood up and gave you information about it or somebody
said it to you, would that be better? About telling you how to deal with it?
Male Student 1: A bit of both I think.” (Students)
Discussion with and between students after intervention potentially enhanced help
seeking.
Interviewer: Has your view about going to a mental health worker changed since
you went to the performance?
Female Student 1: It hasn’t.
Female Student 2: Not really.
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Male Student: There weren’t very many mental health professionals in the play.
There was mostly a teacher who couldn’t really teach you anything and there
were then some very unsupportive parents and that was about it.
Interviewer: So do you think if there was… something around going to a
counsellor or something in the play that it might help?
Group: Yep.
Female Student 3: So the kids know that they don’t have to do it alone. The kids
know that there is someone there to fall back onto. Because most people that go
off the rails don’t talk to anyone at all. So having someone kind of in the back
plate for two minutes to talk to would be a lot better so they know that someone
is there. They don’t have to get through it all alone.
Interviewer: Yeah, yep. So I sort of got some nods and yes’s that having a play,
something in a play about like what we did with Mindblank, the interactive sort
of stuff, um, with a mental health worker. Like maybe for example someone
goes to a counsellor or something like that and you can sort of explore that issue.
Um, that it might be helpful in terms of making you feel a bit better about that.
Yeah? I don’t think there was total agreement, but I think a bit of agreement that
that might be helpful.” (Students)
“I liked how you got the teachers up and like interacting with them as well
because it sort of put them to the test and the kids can see, um, what the
difference is between the actor teacher and the real teacher.” (School Staff)
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“School Staff 1: I thought it was really awesome that (School Staff Member) got
up and like, did his bit……yeah he did a really good job and I think he just did
what he always does.” (School Staff)
In relation to a school staff member replaying the teacher scene: “It was really
good role modelling for the kids.” (School Staff)
Need to moderate the inappropriate behaviour of the teacher character.
“Female Student 1: I don’t know. I don’t know if I’d go and see a school year advisor
after watching it because they were really creepy.
Interviewer: [whispers] It was fiction. Or some of it was. It’s based on real life of
course. Yeah. Yep. It was dramatized but. Have you met a year advisor like that?
Male Student: I don’t think so.
Female Student 2: I don’t know that they’d let people like that be year advisors.
Interviewer: Yeah. So it might have been a bit dramatized.” (Students)
Help seeking from friends and the dilemmas this presents should be explored explicitly.
“Interviewer: What would you think about the idea of um, like a forum, similar to what
we did, um, but where the initial story is you’ve got a friend who’s depressed or anxious
or whatever, the mental health issue is is sort of in some ways irrelevant, but um,
they’ve got that, and so you can sort of show the dynamics of that a bit, but also they’ve
disclosed to you. So it’s like looking at school kids. They’ve disclosed stuff to you, so it
could even be self-harm, you know, it could be anything, whatever.
School Staff: And they’ve told you to keep it a secret.
Interviewer: And they’re told to keep it a secret.
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School Staff: Right.
School Staff: That would be awesome… That sounds really good.
Interviewer: Yep, because we know that that’s what kids do. They go to their friends
and say, don’t tell anybody else.
School Staff: I’ve had kids come to be with that.
School Staff: Yeah, they’ve told me not to tell anyone!
School Staff: I’m worried about my friend and I can’t tell you because they told me not
to tell you but I need to. And I’m going, oh well let’s look, this is how we work and as(
School Staff type), it’s very important that we keep everyone’s trust but there’s certain
times when we have to make sure people are safe and, you know, you know that their
friend’s told them that they’re suicidal, because what else, or self-harm.
School Staff : Or they will say that their friend’s suicidal but they say, oh I can’t tell you
the name, and…
School Staff: Yeah, yeah, yeah.
School Staff : And it’s just like, oh great.
Interviewer: Yeah. So then you have to do the same thing as what you just talked about,
saying we have to keep them safe… Yeah.
School Staff: Yeah.
School Staff: Or there’s good secrets and there’s bad secrets.
Interviewer: Yeah.
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School Staff: Yeah, no, I think that’s a great idea. I think that’s really relevant to nearly
every kid." (School Staff)
“Interviewer: An idea that has come up with another group that I’ve just been running
by other groups as well, to you know see what people generally think about it, is, um,
you know, say there was a story of some young person who had some sort of mental
health problem, maybe anxiety, cause that’s one thing that people tell us about. Um, uh,
and then, or you know maybe self-harm or something like that, or suicidality. And they
tell their friends about it, but they say, don’t tell anybody, I don’t want you to tell
anybody about it. Um, but you’re really worried about your friend and you want them to
go and get help, but they won’t. What would that be like if you had that, in that show
and sort of to be able to play that out?
Male Student: I reckon that would be really good because I wouldn’t know what to do if
my friend came up to me and said, I don’t want you to tell anyone. What do you do?
Female Student 1: I think that would be helpful.
Female Student 2: You’re put in a really hard position, like I had to deal with it this
year and I was put in the hardest position. Like I was losing sleep because I didn’t know
what to do. And I was just like, I have to do something about this, and I ended up, I
remember seeing our scripture teacher and he was like, you have to go and tell the
deputy, he was like, immediately. So I had to go up and tell the deputy, so yeah.
Female Student 2: It was so hard to do.
Interviewer: Yeah, yeah. So you would definitely relate to that.
Female Student 2: yeah.
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Female Student 1: And I think like, yeah, if that did happen and your friend said don’t
tell anyone or blah blah, but then if you did tell people, and then they went to talk to
your friend, and then eventually, if the friend started getting better, then they’d thank
you for it later. Like at the moment, they wouldn’t have perspective on it, but yeah, later
on they’d be happy that you’d done that.” (Students)
Theme 8: Dynamics of interactive nature of approach/dynamics of replays.
Interaction universally seen as positive.
“It created a bit of deeper thinking with them, because they were like, oh just
say this or just do this, and when the actors put it to the test it was like, oh what
did you expect to happen? Did you think this was going to fix it? And it worked
really well with them.” (School Staff)

“Yeah, it’s got great potential. It’s going to really affect the way kids think and
act and stuff.” (School Staff)
“Yeah, gave the kids the opportunity to try and problem solve. I think that was
really really good.” (School Staff)
Interviewer: It made them think further about it, yeah, yeah.
Female Staff Member 2: Certainly, yeah, especially those old lines, the ‘just say
no’ and stuff, right, and as soon as you go, oh just say no, and it doesn’t work,
that was really huge for the kids I think, seeing that worked through.”
“It was good that they we were able to get involved in the performance and
stuff. We could say what we wanted and we could change the situation and
stuff.” (Student)
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“I really liked the forum approach. I think it’s good for, it’s like a choose your
own adventure kind of ending you know, um…” (School Staff)
Emotional impact of drama approach.
“Talk is effective but performing hits you emotionally….and that’s a different
level I think…It reaches a different path than your head, you need your heart and
your head involved as well and that’s why it’s effective.” (School Staff)
Flexibility of the approach is seen as helpful.
“I was really impressed thought that it was done in an engaging way…both the
actors and the guy who facilitated it did a good job of, um, running through it…
the kids,… they seemed to be quite engaged and switched onto what was
happening…and there’s a real flexibility in the way that the approach occurred
and the way that the day was run so that was nice.” (School Staff)
Number of replays and whether all scenes need to be solved.
“Well I think after we’d done the two interventions then I think we pretty much
got the point…you do have the power to actually stop what’s happening. You
don’t have to be the victim. You can actually think things through and try and
change the outcome.” (School Staff)
“Female School Staff: The Joker role is so interesting isn’t it? To keep it all
controlled and make sure they’re thinking what you want them to think as well.
Interviewer: Yeah, yeah. That’s it. Giving them like the free reign but at the
same time, allowing them, keeping them on track with something positive.
Female School Staff: But I think forum theatre is just amazing. It’s so clever at
um teaching, but its self-discovery learning.” (School Staff)
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Actor versus audience dynamic.
Humour is a strength of the approach that needs to be moderated.
“And you know, as I said, I also liked the humour. The humour was good
because it kept them listening the whole time. But it had to be…moderated yeah.
And our performance was mostly the light side. It’s also a serious matter.”
(School Staff).
“Um, and I guess I really like that um, the performers were really, they just
kind of went with things and like had a joke with the kids and didn’t really, I
don’t know. Like some of the suggestions that came out could have been kind of
disastrous but it wasn’t because they took it really well. And I actually think it
showed the kids that they were going to listen.” (School Staff).
Extended discussion leading to more positive resolution of scenes.
Quote from Field Note regarding teacher views on the difference between the first
performance of the intervention that he saw and the second one:
“One of the teachers who was involved in the first teacher interviews (from his
school)…was very sceptical about the approach in the first interview, however, after
this one he said he felt that this one, show, was much better, and that the MC was much
better and that’s what he thinks made the difference….he said that the first MC took all
the suggestions, silly ones included, and ran with anything the kids said. However, the
second, MC (Joker name), he was able to moderate that much more and discern much
more about which approaches, were going to be, and suggestions from the kids, were
going to be taken up.” (Interviewer Field Note)
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Suggestions to assist with positive resolution of scenes.
1. Ideas to use during replays:
Suggestion cards.
Appropriate use of adult input into suggestions.
2. Ideas to use at the end of the intervention if the scenes are not positively
resolved:
Discussion/debriefing or follow up activities
“I just think they’re really important issues to raise…it’s good to have a forum
to actually get interaction. It would be really nice if… you form even smaller
groups to actually let you talk it through even more…a lot of kids are not going
to say anything…. they’re certainly not going to go on stage to do the change.
They’re not brave enough for that…you’re just going to miss a lot of kids who
might actually be thinking things but don’t feel safe to say.” (School Staff)
“School Staff: it would have been nice if we could have had more of a, sort of,
even small group discussions at the end, a bit of feedback, a bit more time. It
was a bit rushed at the end. Um, you know, I have thought about it, um…
Interviewer: So getting some sort of discussion thing with the kids to build upon
it?
School Staff: That’s right…To let it go somewhere else. And I, and also to
maybe let kids throw up other scenarios that they’ve had to deal with
themselves. So, they could talk about a friend who’s self-harming or a friend
who, you know, is smoking pot. Or whatever it is, and they could have that sort
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of discussion even with the actors or, I don’t know if the actors would be up for
it, but…
Interviewer: Well, we have been discussing various ways of doing stuff like that
because it’s something that’s in our minds and we’ve gotten feedback about
from other people…how do you think would be best to do that? We have
thought of the idea of maybe pairing up an actor and a teacher, or something like
that… do you reckon that would work?
School Staff: Yeah, or an actor and a counsellor from the school as well. And
maybe if the counsellor, or the year coordinator, had a group of kids who they
had pre, sort of, selected and said, you know, I’d really like to work with you
guys at the end of this and let’s see if we can take this a bit further…So that it
was organised rather than just, you know, I suppose it needs a little bit of
flexibility so there may be some kids who would like to join, you know, if you
had spaces for six or something kids who just would really like to come….So
you might need to block out a bigger period of time…well having the agencies
coming into the school and working with the kids, I’ve found already, we have a
youth worker coming from ______ that does some punching classes with the
girls, and she’s opened doors with them. And we have __________ come in, and
some of those boys have really loved that mentorship. So I think bringing them
into the school and making them not scary for the kids has been really important,
and I suppose too, if there was follow up from those actors or from you or
whatever, I think the kids would become sort of more interested in talking to you
as well.” (School Staff)
“Female School Staff 1: I think it would, like we mentioned before, if there was
that debrief and there was that part to it I would say yeah definitely. It would be
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good to do. Um, and we could possibly look at where we’re teaching similar
issues, so if we are looking at mental health for example, where that fits in with
our school program, and then there’s that follow up and a little bit of preinformation as well, like so that would probably work more effectively than the
way…
Interviewer: In terms of a debrief, it is something that we’ve, has been raised,
but I think what tends to happen is they actually, the scenes generally tend to
play out better anyway. And so it’s less necessary than perhaps it would have
been at that. But what I suppose we need to consider is um, having something
like that as a backup so we can actually plug that in if things happen or aren’t
resolved or something. Yep, um…
Male School Staff: If needed yeah. Yep.
Female School Staff 1: Could you even, like with (teacher)’s suggestion, where
you look at, I don’t know what facilities are there, but something on the
projector where they look at that to stimulate that visual learner who’s able to
see it and read it and okay, that’s another reinforcement of what I can do?
Interviewer: Yeah.
Female School Staff 1: So that could be beneficial.
Female School Staff 2: Or a list of services where they could go if they need to
access help or…
Female School Staff 1: Yeah.
Interviewer: It’s um…
Female School Staff 2: Just a little bit of information.” (School Staff)

231

Hope raising and/or information provision strategies.
“Interviewer: What do you think would be most helpful for young people with
mental health problems? In a general sense. If it relates to the theatre thing, fine,
but if it doesn’t, just in a general sense, what do you think would be most
helpful?
Female Student 1: A good role model?
Interviewer: Yeah, yeah. Particular things that you think the role model should
provide? or just…
Female Student 1: Just support.
Female Student 2: I think someone that’s gone through it and has succeeded in
their treatment and is now well.
Male Student: Like a mentor to give them a bit of guidance.
Interviewer: Yep. Yeah, that sounds like a good idea. Do you think it would be
useful for someone like that to speak at the end of the performance?
Female Student 2: yeah, I think that would have been great.
Interviewer: Yeah you think so, somebody thought no? Or yes.
Female Student 1:Yes.
Interviewer: Oh sorry, I heard a strong reaction but I wasn’t sure which way it
went. Okay, so something like that at the end? Okay. Alright.
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Female Student 1:So I think the stigma attached to being in a situation like that
or even thinking that maybe I might be mentally unstable, just the way, it sounds
cliché, but society perceives it. So trying to tell them that it really is okay and a
lot of people do have it, and a lot of people don’t know that and that’s why,
that’s the main reason they don’t seek help because they find it something to be
ashamed of and embarrassing.
Interviewer: Yes. Yes, okay.
Male Student: And they feel detached and like they don’t belong.
Interviewer: Yep. Yep, absolutely. So what do you think would be helpful to
counter that?
Female Student 1: Like oh, they said it before, like examples of people that have
gone through it that –
Interviewer: That have come through the other end. Yeah, yeah.
Female Student 1: And that does happen to people. That it is okay and that it
does go away.
Interviewer: Yeah, yeah.
Female Student 1: But it’s up to you to do something about it, seek help to help
yourself.” (Students)
“Female School Staff 1: I think it would, like we mentioned before, if there was
that debrief and there was that part to it I would say yeah definitely. It would be
good to do. Um, and we could possibly look at where we’re teaching similar
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issues, so if we are looking at mental health for example, where that fits in with
our school program, and then there’s that follow up and a little bit of preinformation as well, like so that would probably work more effectively than the
way…
Interviewer: In terms of a debrief, it is something that we’ve, has been raised,
but I think what tends to happen is they actually, the scenes generally tend to
play out better anyway. And so it’s less necessary than perhaps it would have
been at that. But what I suppose we need to consider is um, having something
like that as a backup so we can actually plug that in if things happen or aren’t
resolved or something. Yep, um…
Male School Staff: If needed yeah. Yep.
Female School Staff 1: Could you even, like with (teacher)’s suggestion, where
you look at, I don’t know what facilities are there, but something on the
projector where they look at that to stimulate that visual learner who’s able to
see it and read it and okay, that’s another reinforcement of what I can do?
Interviewer: Yeah.
Female School Staff 1: So that could be beneficial.
Female School Staff 2: Or a list of services where they could go if they need to
access help or…
Female School Staff 1: Yeah.
Interviewer: It’s um…
Female School Staff 2: Just a little bit of information.” (School Staff)
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G1.2

Facilitators of help seeking in young people

Help Seeking sources and Help seeking for friends.
Example responses to the question: If you or a friend had a mental health
problem, who would you go to for support? Why?
Help seeking from parents or friends or self
“You’d make sure they were comfortable with you doing it first, because otherwise it
could wreck a friendship over it. You tell their parents that they’re harming themselves
and it just completely goes another way. So I reckon you should tell probably someone
professional and get advice off them first instead of just asking a parent because
otherwise they could get in a lot of trouble. You can get in a lot of trouble off parents
over self-harming so, um, I don’t know, professional people are just so much better than
everyday people about it, who don’t really know what you’re going through. Because
being depressed and being upset are two completely different things, and now my
parents understand that they are two completely different things, um, they’re more
understanding of my friends. So once your parents know, it’s so much better.” (Female
Student)
“Yeah, if it was me, like I guess everyone’s relationship with their parents changes and
is different but um, yeah, parents.” (Female Student)
“Yep. Probably the only person I’d go to over, well not over friends, but not my parents.
My parents, they don’t seem to understand. Sometimes you just want them to not be
there, and they don’t understand why. You’re like; you just don’t make this situation
any better.” (Male Student)
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“Female Student 1: I’d tell my parents. I wouldn’t tell my friends.
Male Student 2: No I’d never tell friends, I’d tell parents.
Male Student 1: But even parents can like, spread it through relatives as well, like tell
your aunties or…
Female Student 2: Or ring up the school and book a counsellor.
Female Student 1: Oh yep, yep.
Female Student 2: That would be the worst situation.
Female Student 1: Oh right, just no one. Get the dog.
Male Student 2: That’s the worst part. That’s the thing that most people are afraid of,
and that’s why a lot of kids with depression don’t go to anyone, because a lot of the
time it’s sad, but a lot of the time parents will just, the son or daughter…
Female Student 1: It’s just like, get over it, it’s just a thing.
Male Student 2: No, not like that, but some parents do say that.
Female Student 1: They do say that.
Male Student 2: They’ll be like, one of three situations will happen. Situation A will be
like, the best one, where the parent will be like, well that’s very sad, I’m very sorry for
you, they’ll kind of comfort them, and they’ll, together, will sort out the problem.
Situation B is where the parent freaks out or is just completely bewildered by it all and
takes everything into their own hands, has no input from the child, and chucks them into
all these things they don’t want –
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Male Student 1: Yeah like counselling and stuff like that.
Male Student 2: And Situation C is them just being like, they have no idea what to do,
they don’t even know.” (Students)
“Male Student 1: I don’t know, if I was going to see a specialist I’d see my parents and
say, I need help and yeah.
Female Student 4: You’d kind of hope that they’d notice the change in you. I think it
would be hard to actually admit you have some sort of problem or like you wouldn’t
think it was actually a mental illness, you would just think, I’m having a bad day, it will,
I don’t know.
Interviewer: I mean, this isn’t one of the standard questions so you know, whatever.
But, um, how do you, how do you think you’d know if it got to the point where it was a
mental illness versus just like a run of bad days?
Male Student 1: I reckon every day. Just, a run of bad days will stop eventually. But
every day, if you’re down and like, you don’t feel like you’re right.
Female Student 4: And if you do like the usual, you might have certain ways of making
yourself feel good like reading, watching a funny movie or listening to music. But if
that still doesn’t work… yeah.” (Students)
“School Staff Member: We talked about cultures and there’s a stigma and this one was
joking and saying the Dad’s going to go, wake up to yourself, you know?
Interviewer: Yep, okay, so yeah a variety of different people and it just depends on lots
of factors, is what you’re saying to me. Your relationship and perhaps your culture and
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it maybe depends on what it’s about too, what it’s related to. Maybe some stuff you
might not want to tell your parents, would that be correct or…?
Female Student 2 and Group: Yeah, definitely.
Interviewer: Yeah. I got a big resounding yes on that. Yeah.” (School Staff Member and
Students)
Help seeking from a School Counsellor
“Female Student 1: Probably like a school counsellor or who like specialises in mental
health I guess?
Female Student 3: Yeah, I’d probably go to the same one because you know that they’re
actually going to keep it, what’s the word –
Interviewer: Confidential.
Female Student 3: Confidential, because that’s their profession.”
“Female Student 1: A school counsellor or our school year coordinator or something”
“Female Student 1: To be honest, I would not go to a counsellor. I’ve been to a
counsellor when I was in Year 7. I did not like it at all.
Male Student 2: Counsellors are a lot better now, here at least. I don’t know who you
had.
Female Student 1: I went to this school one, and I just went, ridiculous. I didn’t like it at
all. It was kind of like, you were moving on with other things, because the teacher said I
had to go to the counsellor. And I was like, I was moving on with other things and then
they were like, you’ve gotta still come back on a Tuesday. And I was like, eh I don’t
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want to go back. Cause you know, I felt really embarrassed and I was even shaking just
walking down to the counselling place, cause I didn’t want to go. I was getting better
and that kind of reminded me that I was still, you know, yeah I didn’t want that.
Interviewer: So it sounds like maybe the timing was bad in terms of it should have
stopped a bit earlier?
Female Student 1: Yeah I just didn’t need it in that sense.”
“Male Student 2: School Counsellor.”
No One/Help Negation
“Male Student 2: I wouldn’t say anything.
Interviewer: Yeah? You’d just wouldn’t, yeah.
Male Student 2: Until like, it seriously has to be said, I wouldn’t –
Female Student 3: So you won’t until it got like, life threatening.
Female Student 1: So would I. I wouldn’t do anything.
Male Student 2: wouldn’t say anything.”

Easier to talk to someone you don’t know
“Male Student 1: It’s probably easier to talk to someone that you don’t know. That way
anyone won’t judge you in a way.”
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Manager at work
“Female Student 2: Nah, um, I guess it depends. Like I think I’d nearly go to my
manager at work. Like he’s 23 and I don’t know, he’s just one of those people who I
think I could talk to if I had something wrong with me sort of thing?”

School Chaplain
“Male Student 2: At our school we’ve got (School Chaplain), like the chaplain.
Male Student 2: Yeah, he’s pretty good to talk to.
Male Student 3: Yeah, he’s pretty good.
Male Student 3: That’s the thing about going to a Christian school as well. It’s not, I
wouldn’t say forced, but it’s implied that that’s the thing here…
Female Student 1: It’s always present.
Female Student 2: The only problem I think with him, no offence to him, is like I’m not
a Christian and he is, so he’s just like…
Male Student 2: I had a talk to him the other day and he’s like, you’re not a Christian
but like he doesn’t try and shove it down your throat when you’re talking to him
seriously.
Female Student 2: Yeah, he’s not as bad as others but I just don’t like going to teachers
and stuff because they just try and relate God to everything, and I’m like, well…
Interviewer: Yeah, it’s an interesting dynamic in this religious school I suppose.
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Female Student 2: but yeah, he’s not as bad because like, if you tell him you’re not a
Christian he doesn’t hold it against you, but he won’t try and make you a Christian.
He’s just like, yep, that’s your choice.”
Boyfriend or girlfriend
“I’d probably go to my boyfriend…Because I trust him the most and he knows
everything that’s going on, so I’d probably contact him first.” Female Student)’
Sister
“I’d either go to my boyfriend, my mum, my best friend or my sister, who does live near
me but because yeah, she’s been through all that stuff and knows everything.” Female
Student)
“Yeah. Oh, not my mum. Nah, like, I’d go to my sister and friends.”(Female Student)
“Just my sister.” (Female Student)
Friend
“Male Student: I think it would, it would also be better to talk to your friend as well
because if it’s a situation going on with school, like um, I know we have HSC final
exams coming up and you’re stressed about that then your friend can relate to you
because they know what situation you’re in and they’re a lot closer to you so they can
understand it.
Interviewer: Yeah, so you can feel more understood by your friends because they’re
much more similar than somebody else.
Male Student: yeah.” (Male Student)
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“Yeah I’d probably go to my sister. I wouldn’t go to friends…No, but seriously, what
are friends.” (Male Student)
“Male Student 2: I would never go to a friend.
Female Student 3: But I think you have to have trust in them.
Female Student 2: Yeah, they’d have to be very close friends.
Female Student 3: That they wouldn’t spill. It would just be embarrassing.
Female Student 1: because then they tell other people, and it’s like, oh she’s got
depression at the moment, and then that person tells someone else and then they all
know that you’ve got depression or something.
Female Student 3: And they treat you differently.
Male Student 2: They’d have to be a real close friend that you’d known for a while.
Interviewer: So people who are close, who you trust…
Female Student 3:Yeah.” (Students)
“Female Student 2: For me it just depends on what it is – sorry – it depends on what the
problem is. I’m not always going to go speak to my mum.
Male Student 1: Yeah, same, but a friend or mum.” (Students)

Grandparents
Female Student 1:
I’d also go to my grandparents too.
Mum
“Female Student 3: I’d either go to my boyfriend, my mum, my best friend or my sister,
who does live near me but because yeah, she’s been through all that stuff and knows
everything.”

242

“Female Student 1: Just my mum.”
“Male Student 2: For me I think my mum is definitely the person to go to. If I have a
problem, I talk to mum. I think I’m in a slightly different boat. Because I, it’s almost no
matter what the problem is, I’ll go to my mum.
Female Student 2: You’ll talk to your mum?
Male Student 2: Above anyone else. But that’s partly where my values are. I see family
as much more where I go rather than friends or any other…” (Students)
“Female Student 2: I actually don’t think I’d mind talking to a doctor. Depending on
what it is, I mightn’t even mind, because at least it’s like a stranger kind of thing, like
doctors. If I just went to a stranger it wouldn’t be that bad.
Interviewer: So something… it depends on the topic and the issue. Some things you go
to your mum, some things you go to a friend, and some you’d prefer to go to a stranger
like a doctor or something like that?
Female Student 2: Yeah, personally.” (Students)
Doctor
“Female Student : I actually don’t think I’d mind talking to a doctor. Depending on
what it is, I mightn’t even mind, because at least it’s like a stranger kind of thing, like
doctors. If I just went to a stranger it wouldn’t be that bad.
Interviewer: So something… it depends on the topic and the issue. Some things you go
to your mum, some things you go to a friend, and some you’d prefer to go to a stranger
like a doctor or something like that?
Female Student: Yeah, personally.” (Students)
Teacher
“Female Student 3: I’d go to a teacher as well.
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Female Student 2: Yeah.” (Students)
“A school counsellor or our school year coordinator or something” (Female Student)
Year Advisor
“A school counsellor or our school year coordinator or something.” (Female Student)
Friends on the Internet or Internet Forum or Internet Mental Health Service
“Female Student 1: I actually have a good idea. I know some people who’ve got over
their depression and stuff, and they’ve, what they’ve done is they’ve just talked to, like,
online friends or something like that. Like people they don’t even know like even
overseas or something, like they’ve met them on Tumblr through some fandom or
something or like the same thing.
Male Student 1: Yeah because they wouldn’t really care.
Female Student 1: yeah, because they wouldn’t really know them and stuff so they just
talk to them for ages and then they end up being their support et cetera.
Male Student 1: Like even forums online would help.
Male Student 2: Yeah, I’ve done that. I’ve done that before.
Male Student 1: Where people with the same sort of, yeah, situation.
Female Student 1: Yeah and they don’t know you personally so they can’t go…
Interviewer: yeah, yep. What about sort of, things that are set up by professionals online
but they’re, sometimes they can be chat type stuff or….
Male Student 2: They need better services because I’ve actually tried them before…I’ve
tried the Lifeline one, couldn’t get anyone. Tried the eHeadspace one, couldn’t get
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anyone. Their servers and stuff like that are horrible. Because no one is available at all.
There’s like one person running it and like, for two hours and no one is ever on.
Interviewer: So it sounds like it might be okay if it worked.
Male Student 2: It would be great if it worked, so well, if it was actually working…It
just doesn’t work though. No, no one seems to go on. None of the stuff at Headspace or
Lifeline seem to want to be on there or on and talk to people. It just never works.
Interviewer: Oh okay, so if it was available it would be something…
Male Student 2: If more servers were up and more chat windows were up, it would
work a lot better.” (Students)
Help seeking for friend
“You’d make sure they were comfortable with you doing it first, because otherwise it
could wreck a friendship over it. You tell their parents that they’re harming themselves
and it just completely goes another way. So I reckon you should tell probably someone
professional and get advice off them first instead of just asking a parent because
otherwise they could get in a lot of trouble….You can get in a lot of trouble off parents
over self-harming so, um, I don’t know, professional people are just so much better than
everyday people about it, who don’t really know what you’re going through. Because
being depressed and being upset are two completely different things, and now my
parents understand that they are two completely different things, um, they’re more
understanding of my friends. So once your parents know, it’s so much better.” (Female
Student)
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“Male Student 2: It depends on how close they are with their parents or their friends.
Because if they’re, if you know that there’s someone who doesn’t generally talk to their
parents about those sorts of issues, you wouldn’t go to them and say to them, do you
know your son or daughter has depression or something….You might, with their close
group of friends, if you’re close enough, just mention it like that and see if there’s any
way you can all help them, just by giving them a sense of feeling that they’re not
alone….So it really depends on the person, who they interact with.
Interviewer: Yeah. Okay, so you would take it on a case by case basis basically?
Male Student 2: Yeah.
Interviewer: Yeah, that sounds very reasonable to me. Somebody else said that you
wouldn’t talk to your parents. Yep? What about others or did you want to expand on
that at all or…?
Female Student 4: Not really. I think it depends on each person, like what kind of
relationship they have.” (Students)
“Female Student 2: I do have a friend who has a mental illness and she was telling me
about it. Cause it all has to do with eating so I have to tell her mum if she doesn’t eat
and it’s a really difficult thing to do because like, um, with her, if I tell her mum then
it’s sort of, it’s not breaking something with her but she doesn’t really expect I’m going
to do it. I just say, I have to tell your mum, and she doesn’t really think I’m going to go
through with it….But I have to sort of thing?
Interviewer: Yeah, it’s hard.
Female Student 2: Yeah, because it’s like, really important.
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Interviewer: So it’s really important so you do it, but you don’t like doing it and you’re
not sure that she actually believes that you’ll do it because she probably doesn’t think
it’s something you’d want to do, I suppose. Is that what you mean?
Female Student 2: Yeah. Or like, cox I think she just thinks it’s just a threat. But I
actually am going to tell her mum.
Interviewer: It’s not something you’d usually do but because it’s so important, you do.
Female Student 2: Yep.
Male Student 1: I think it’s just also a matter of making sure they’re okay, you
know….Like a lot of –
Female Student 2: It isn’t always about going to people, don’t you think?
Male Student 1: Yeah. People that I know that have like, mental illnesses and stuff, or
they’re seeing doctors and psychiatrists and stuff, you know, just checking up on them.
Interviewer: Yeah, just being there.
Male Student 1: Just like asking how they’re going, you know, yeah.
Female Student 2: Yeah, and like, if they want to talk about it then you listen to it and if
not then you just talk about something else. That’s normally what would happen.
Male Student 1: Yeah, cause I don’t know, with a lot of my friends we’re all pretty
open, so if I ask and they need to talk about something then they probably will.”
(Students)
“Male Student 2: Well, I wouldn’t go to anyone for support until they’re ready, because
I’ve had friends with mental illnesses and they’ve gone, and I’ve gone to people
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because they’ve been like, so sad and I don’t know what to do, or even, I’m guessing
this is more directed at depression because if you, you, it’s very unlikely that the child
will figure out that they have a mental illness before the parents will or someone else
will. In that situation of depression, I would keep it, unless it was getting to the point
where their life was in danger, I’d probably just keep it, maybe talk to them a bit, but
keep it under wraps until it’s starting to get really bad. Because it’s like, you can really
damage relationships by going out and telling people personal information that’s
supposed to be being kept between both of you.
Interviewer: So if it’s a friend, you would keep it to yourself but support them by the
sounds of it.
Male Student 2: Yep.
Female Student 1: Yeah.
Interviewer: Until, unless it was dangerous somehow.
Male Student 2: Yeah.
Female Student 1: Yeah.
Female Student 1: To be
Male Student 1: Yeah, I would –
Female Student 1: Because I think it just, it kind of like, it makes them annoyed or
angry or embarrassed even at the fact that you would go and try and seek help for them
when they feel like that they can do it under their own, you know, when they feel like
that you’re not the person who’s trying to decide their life, so unless it gets to the point
where it’s extreme then you can seek help for them but other than that they’ve got to
make their own decisions.” (Students)
“Male Student: If my friend had a mental health problem, I’d probably go to another
friend that I trust.
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Interviewer: Oh okay, yep. To chat about it and to see what to do?
Male Student: Yeah, because it’s not really my place to get them to go to a counsellor.
It’s just trying to ask them to.
Interviewer: Okay, so you could, you could sort of suggest it is what you’re saying but
you couldn’t make them.
Male Student: Yeah.” (Male Student)
“Female Student 2: You can’t just go up to someone and say, oh I have a problem.
Female Student 3: Yeah, but would you watch like your friend waste away?
Female Student 1: If it was a friend –
Male Student: But if that was a friend I wouldn’t do that to them because they might
think that I think there’s something wrong with them. I wouldn’t do anything until it’s
necessary –
Female Student 3: But what if you confronted them to just talk?
Male Student: I still wouldn’t do that. Because they could get embarrassed. So I just
wouldn’t say anything.
Female Student 2: I guess it’s the thought of confronting their, like their fear that sort of
holds them back.
Male Student: It depends on who the person is.
Female Student 2: Yeah, who they need to talk to, it sorts of confronts them.” (Students)
“Female Student 3: I think it’s harder to help your friend than it is to help yourself.
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Female Student 1: Yeah.
Female Student 3: Cause they don’t want you to say anything and you’re trying to help
them.”
Male Student: If it was like you, you’d probably see your parents. But if it was your
friends, you’d send them to see someone who knows what they’re doing.
Female Student 3: Yeah.
Male Student: Like a therapist.
Interviewer: Yeah, yeah, because, why would that be do you think?
Male Student: Just cause you, when you’re sad you want to see your parents. But you
want to help your friend more to get them better.
Interviewer: Yeah, yeah, possibly because you maybe, you think they might have
already spoken to their parents or they maybe don’t want to or something like that?
Male Student: Yeah.
Interviewer: Would that be what it might be? Yeah.
Male Student: It’s probably easier to talk to someone that you don’t know.
Interviewer: Yeah.
Male Student: That way anyone won’t judge you in a way.” (Students)
“Female Student 2: I think if you have a friend with a mental health problem you should
probably go to them first and ask them if they want support. I think it would be kind of
probably not a good thing to do to be like, oh I organised a counselling session for
you…
Male Student: Surprise.
Female Student 2: I’d probably talk to them first and see how they’re feeling and sort of
that sort of thing and then…
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Female Student 3: Yeah cause it might be something going on in particular and not like
an ongoing thing.
Interviewer: yeah, so you’d offer support first.
Female Student 2: yeah and maybe go to the year advisor.
Interviewer: Yep.
Female Student 2: If it was a friend from school.” (Students)
Help seeking barriers and facilitators.
To know what it will be like/what will happen“Female Student: For them to know what happens there. It can be scary.
Interviewer: Yeah, yeah, so to have a bit of an idea of what to expect” (Female Student)
Support of friends
“Female Student 1: It’s sometimes good to have like, because if you just, say if like, I
just had to tell (friend) all of my life problems then I’d feel like I was annoying him and
it would also be like putting pressure on him to always, like, think he has to say the right
thing back to me.
Female Student 2: Especially if you tell someone, if you tell someone not to tell anyone
else, but then you’re putting everything on them. Like, you’re expecting them, all your
fears and stuff like that. And they get worried about you, and they’ll want to tell, but if
they tell someone then you’re, you won’t trust them and someone always needs
someone to trust to tell something too.
Interviewer: Yeah, so it puts people in a dilemma as well. So seeking help from your
friends can be good but it can create problems as well.” (Female Student)
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“Female Student 1: I think just support. You’ve got to take that first step, you know.
Female Student 2: Yeah. I think just support, like, having someone there for you and
reassurance.” (Female Students)
Parents support for help seeking
“Female Student: I don’t know, maybe if I wasn’t raised in a household that hates
doctors?
Interviewer: Oh okay [laughs].
Female Student: Yeah.
Interviewer: So support from family perhaps.
Female Student: Oh yeah, just support from family and friends and I don’t know, in a
way the word mental, like, health or just someone who deals with it makes you think
that they’re just going to instantly think you’re crazy cause they don’t know who you
are?” (Female Student)
“Male Student: I reckon, like, before if your parents were saying, oh I think you should
probably go and get some help, that would definitely make you go. But also, if like,
your friend started noticing something, and they were like, oh you seem different at
school and then you’d go and ask your parents, like, should I go to get some help or
something. Cause I’d hate to be like different for my friends. Like those people you’re
with every day, it’s like bringing them down. Not bringing them down, but you’re down
and then they have to worry about you.
Interviewer: Yeah, yeah. So, if your friends were worried about you.
Male Student: Yeah.” (Male Student)
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Graduated disclosure
“It’s hard to go from saying nothing to anyone, to going up to one person face to face
and telling them everything. It’s good to have that in between stage with typing it.”
(Male Student)
Internet counselling
“Male Student 1: Possibly, I know this may sound a bit farfetched, but Facebook.
Interviewer: It’s not that far-fetched.
Male Student 1: Like who doesn’t have Facebook in this room?
Interviewer: Yeah, it’s not that far-fetched. There’s actually research being done into it
at the moment, and there are some –
Male Student 1: Facebook has probably been one of the most successful things to any
teen today. It’s just so quick.
Female Student 4: It’s just the best communication that we’ve had, that we’ve got at the
moment.
Male Student 1: It’s just, yeah, it’s just one click away.
Female Student 3: But maybe if we didn’t have it people then people wouldn’t need it
so much.
Female Student 3: I don’t understand why people post their Tumblr’s on Facebook and
be like, send me hate, and then they’ll be all upset when people say mean things. Why
would they write that if they didn’t want people to say it?
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Interviewer: So maybe it’s not as helpful after all. Could it be used for good rather than
ill?
Female Student 3: It could go both ways….
Interviewer: What’s your thoughts about um, there is internet counselling already….
Male Student 2: It helps sometimes, like some people can help you. Like if it’s just
friends or someone you’ve never talked to before about…
Interviewer: Yeah but my question is, sometimes, and I know just cause I’m a
counsellor right, sometimes it’s actually about telling another person and not feeling
like they’ve judged you and it’s hard to do that face to face. And I think that’s why
some people use Facebook.
Female Student 4: Because they can’t see their facial expression.
Interviewer: But do you think in the long run, that’s helpful? Because you’re not
actually getting the face-to-face it’s okay?
Male Student 3: Well in the long run, it helps at the time…
Female Student 5: It helps to like, if you write, like, not write it down with a pen but
like type it to someone, it doesn’t seem like such a big problem once you’ve told
someone else.” (Students)
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Distrust of professionals- confidentiality
“Female Student: I think sometimes people worry that the counsellor is going to go and
tell their parents everything that they’ve said. And that’s always like, I don’t want them
knowing because then it’s going to become something bigger as well.
Female Student: Like, once I start, once I go to a counsellor then it’s official and this is
going to become something significant and I don’t want it to be.
Male Student 3: It’s like an at home discussion.
Interviewer: Yeah, yeah, where the reality is, just so you know, in general that wouldn’t
happen. Like there’d be some things, like safety things, basically, that a counsellor has
to talk to somebody about to make you safe. Like if, if you’re at risk to yourself in some
way or to somebody else then they have to do that. That’s the same with anybody you
know? But that’s more about if you’re going to go off and kill yourself, and I think in
our right minds we’d all want to be kept safe in that way.
Male Student 1: It’s just a duty of care.” (Students)
Distrust of sincerity of professionals
“Interviewer: So if they were a bit more laid back when you went to talk to them, would
that be helpful? If they didn’t go, oh gee, you know, that’s really serious?
Female Student 1: I don’t think it’s real. Their sincerity isn’t real.
Female Student 2: Yeah, I don’t think it’s real.
Female Student 1: It’s like, you’re paying them to tell you that it’s like, to ask you
questions and try and find out what’s wrong with you and it’s not real. They don’t care.
They just want your money so why bother?
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Female Student 2: I don’t think it’s always like that…
Male Student 1: It’s just as easy to go to a friend and they can ask the same questions.
Female Student 2: Not always…
Male Student 1: There’s that kind of a bond.
Female Student 2: Unless it’s like –
Male Student 2: I don’t know –
Female Student 2: I think it depends on the psychologist.
Interviewer: So it depends on the psychologist and what you’re going for and things like
that.
Female Student 2: It depends on the psychologist and it depends on the way, um, that
they do their therapy. Because sometimes they just sort of sit there and say the things
you don’t want to hear and you’re just like, what?” (Students)
Younger counsellors in their 20’s preferred
“Not like, kind of like not like, yeah a youth worker, not some stuffy old psychiatrist
man who can’t really relate to teenagers problems anymore. Just like, I felt like a young
person who gets it and is… I think that probably makes you feel more comfortable as
well. You wouldn’t be as comfortable telling feelings to some old person then, as bad as
that sounds, to a really friendly young person.” (Female Student)
“Male Student 3: It’s mostly, and I know this is really stereotypical, but it’s usually kind
of an older guy or an older woman.
Female Student 2: Yeah.
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Male Student 3: And it’s obviously they’re psychologists because they’ve been around
so long and they understand it all…Yeah, like I’d prefer, like maybe someone in their
20s even though they probably haven’t got as much experience.
Female Student 2: Just out of uni.
Male Student 3: Just like have a talk to someone close to your age, because they’d be
able to relate.
Male Student 1: Yeah, relate to you better if they are bit younger.
Male Student 3: And it would make me feel more comfortable.
Female Student 2: Like instead of having a 50 year old man, like I’d rather talk to a girl
in her 20s than a 50 year old man saying like, tell me more.
Male Student 3: And if you knew that you were going to see this 20 year old I think
people would be like, oh yeah I’d go to that.
Female Student 1: And also like, if you do see a psychologist, like over a period of time,
once you get to know them as well, like if you’re going for six visits or something, like
the first few times are hard and once you get to know, oh I’m going to see like such and
such today, because, and you know, you develop that trusting relationship.” (Students)
Being able to choose your counsellor generally
“If you could choose your counsellor, because some, like counsellors, look
intimidating.” (Male Student)
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Informal relationships with professional/more like a friend
“Female Student 4: And also like, if they knew they could just have a conversation with
the person. Not like, be forced to tell them everything…
Male Student: Like they could get to know the person before they actually take them
into an office.
Female Student 2: Make it more informal.” (Students)
“If they were like your friend rather than just that lady who sits in that room in the
office and…” (Female Student)
“Male Student 1: And then you don’t have to tell people you’re going to psychology
because they, you can use their name. I’m going to see…
Male Student 3: Going to see Suzie.
Male Student 1: And then, yeah, or whoever.
Female Student 1: yeah, on that first name basis.
Male Student 3: Yeah I’m going to see this 20 year old.
Female Student 2: Yeah, and that’s, I think like the whole, like having a younger person
is less formal sort of thing.
Female Student 2: Instead of going, I have to see Doctor Potts today.
Interviewer: So less formal.
Female Student 1: And I think that makes a difference. Rather than calling them Doctor
you just go, Michelle.” (Students)
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Gradual development of trust before having to disclose issues/out of comfort
zone to disclose to a stranger
“I think if like, you had a trust relationship with the counsellor before they started
asking all the questions, because it could be like talking to a stranger about all your
problems. It doesn’t feel right. It’s weird.” (Male Student)
Home visits/Informal locations or informal office spaces
“Interviewer: Try and be more informal and do it in an environment where you feel
more comfortable? Yep. So what sorts of environments would be more comfortable?
Female Student 3: Just at your home?
Interviewer: At your home or…?
Female Student 3: Yeah at the kind of place where like, your like sitting room or
whatever. Not like somewhere like in here.
Female Student 1: No.
Female Student 4: And like, one on one.
Female Student 2: Yeah, one on one is the scary bit, I don’t, I suppose you can’t really
have anyone else there…
Interviewer: Because then you might not want to talk in front of someone. Yeah, but
making it more informal like a lounge room sort of thing rather than a…
Female Student 2: Or even outside.
Interviewer: Yeah or even outside at the park. Yeah?
Male Student: In the water.
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Interviewer: In the water. Yeah, okay.
Male Student: I’m a water person. I like the surf and I think sitting in the middle of the
ocean just with another person chatting away would be pretty good.” (Students)
“Male Student: Pretty colours might help though, just in a really really chilled
room…Not like an office, but like…
Female Student: Lounges, and not really a desk and…
Interviewer: More relaxed.
Female Student: Not a lounge room with a TV …
Male Student: Not so relaxed that there’s bean bags on the floor. That’s not what we
want.
Interviewer: No, that would be a bit too freaky I think, wouldn’t it?
Male Student: That’s like…
Female Student: Bean bags are cool! Depends on what you like.
Interviewer: Oh are they? So maybe the option of bean bags but not compulsory.
Male Student: You could always ask what they want.” (Students)
“Male Student 1: Maybe if they came to you.
Male Student 2: It would make it so much easier. You wouldn’t have to get in a car…
Female Student 2: Exactly, they would just come and check on you.
Female Student 1: It would though, like being in your own environment where you feel
comfortable.
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Male Student 1: Yeah, you feel a bit more safe.
Female Student 1: Yeah.” (Students)
“Female Student 1: And there’s like a difference, if you go to a clinic, it’s different than
if you go to a psychologist who works out of their house and you go to their house.
Interviewer: Oh alright. What would be better?
Female Student 1: I feel like being, like, if you get to know the person you go to their
house. Like they’ve got a room designated, like their office.
Female Student 2: Because it’s more just like going to their, like, it’s like you’re going
to a friend’s house and having a talk.
Female Student 1: if you’re in a big sterile clinic and it just feels more intimidating
because there’s other people there who have problems.
Female Student 2: Yep.
Female Student 1: It’s more intimate if you just go to their house and one on one get to
know them.
Interviewer: Yeah, if that wasn’t possible would the premises make a difference in
terms of if it was more homely in general.
Male Student 1: Yeah, I think –
Female Student 1: Yeah, it would be more intimidating if like, I’d rather go, you
know….
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Male Student 3: There’s a place in Wollongong, that’s like, a place for people who have
mental health problems and it’s pretty much like, a bit like a big lounge room kind of
deal.
Male Student 3: And it’s like, real bright wallpaper and like, lots of like cool things like
TVs and Playstations. They’ve got Xboxes in there. There’s separate rooms where you
go and talk to people in. It’s just like a tiny room about this size and it’s got cool bean
bags and stuff, so you can hang out and talk/
Female Student 2: So it’s more chilled.
Male Student 3: And I think stuff like that, rather than…
Female Student 1: It’s a better environment. You feel safer.” (Students)
Help-negation being a symptom of mental illness/due to impairment
“Female Student 2: Not having the mental illness?
Female Student 2: I seriously think that’s a massive symptom.
Female Student 1: Not wanting to get help and definitely being in denial, depending on
the illness.” (Students)
“Male Student: I have had a major depressive episode, um, but I didn’t want to go. Like
my mother said, it might be a good idea, do you want to? Do you want to? But I’m not
entirely sure what it was that made me not want to do that….I have a feeling part of it
was, at that point I was a bit uncomfortable even talking with my mother who was the
person who I always talk to with problems. So being uncomfortable to go there I think it
was a very big step to go somewhere where I would already be uncomfortable.
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Interviewer: Yeah, yeah, yep. Absolutely. So you think it was something about you at
that point in time that made it uncomfortable?
Male Student: I think so. I think it was something about the manner in which I was
depressed and all that. I didn’t want to do that sort of thing.
Interviewer: The whole problem made it more difficult to get the help for the problem.
Male Student: Yes. I think so.” (Male Student)
Access/knowledge of services external to school
“Female Student: I don’t think people really want to go to teachers. Like in my opinion.
I wouldn’t, I don’t find that, like I wouldn’t want to go to a teacher. At school, it seems
a bit… I’d rather go outside of school than in school.
Interviewer: Yep, so if you were going to do that, would you know what services were
out there that you could access?
Female Student: Not really.
Interviewer: No, okay, so maybe knowing some services outside of school would be of
help I suppose.
Female Student: Yeah.” (Female Student)
“Interviewer: Yep, any other ways of making it more accessible? Would you know how
to actually start the process? Would that be a barrier where you wouldn’t know where to
start?
Female Student: Yeah, I don’t think I even know. Yeah.” (Female Student)
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“Female Student: Money might be a problem as well. Like, there is some free mental
health clinics but you can’t always get free sessions” (Female Student)
“Female Student: I think that like, I don’t even know where a psychologist or a
counsellor works, like, where even are they?” (Female Student)

Knowing who the school counsellors are, where they are located and how to
access them
“Female Student 1: Like if you ask kids in our school, what are the counsellor’s names,
they would have no idea. Like, I don’t think they’d even know in a group of teachers
which ones were the counsellors….So I think in that way, if it was kind of, I don’t
know, if we were introduced to them and they were a regular appearance or something.
Interviewer: Yeah, yeah, so if you knew…
Female Student 2: If they spoke at year meetings or something like that.
Female Student 1: cos we don’t really know them that well.” (Female Students)
“Male Student 1: So, until like Year 8 when I did the receptionist week around like, I
didn’t know where the counsellor was.
Female Student 1: Because they do it in year 7, as in they do their map, but because they
don’t need it or they’re not consciously aware of going to that person, they forget about
it.
Male Student 1: Like, we learn, but if you don’t need to know, you like.
Female Student 1: Yeah.
Female Student 4: Yeah it just goes to the back of your mind. It’s like, nah, I won’t need
that.” (Students)
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Stigma and bullying
“If they didn’t think depression was so embarrassing. People get bullied all the time
about depression. Mostly people think it starts by that, but you actually get bullied
because of it so if they kind of thought more people out there would understand than
criticise them, I reckon more people would want to try for help.” (Female Student)
“Male Student 3: If the whole stigma of it was removed, like, yeah, like if you’re a kid
now in high school and you’re known that you’re going to a counsellor, you’re known
as the crazy kid or something. If that was removed then there’d be a lot more kids going
I think.
Interviewer: Yeah, yeah. So we talked a little bit about stigma and how to remove it
before. So maybe getting somebody who’s been there, done that, and come through the
other end, you know, to talk at somewhere like the performance or somewhere else
perhaps. Uh any other ideas on that or would that be your main suggestion?
Male Student 2: No ideas, I don’t think. Just the stigma attached to it.” (Male Students)
“Okay well, I think that uh, like I said, the stigma against mental depression is one of
the main reasons why people don’t seek help. And not just depression, also stuff like
schizophrenia, bipolar disease….” (Male Student)
“Female Student 2: Um, I think some people, some teenagers are scared of going to a
mental health professional because they think, oh if I have to go to a mental health
professional I have depression or I have bipolar or I have anxiety. Like they kind of
label themselves and if it sort of got advertised more as not so much being normal, but
not being a massive thing then they would feel more comfortable because like, a lot of
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people at this school and a lot of people around us do see mental health professionals.
Yeah. There’s nothing wrong with them. It’s not like they’re crazy or anything.
Interviewer: Yeah, yeah. That’s a good point, yeah. Thanks for that.
Female Student 1: So, like, I think some people think that going to a counsellor is
something for BIG problems when sometimes, if you have a lot of little problems you
can go. It’s like, if you have a lot of little problems you can still go, like, but if you have
one big problem, I think that’s what they think sort of thing?
Interviewer: Yeah okay.
Female Student 1: They can’t just go for average problems. They’ve got to go for things
like you said. And I think some teenagers are scared that if their friends know or um –
Female Student 2: They’ll get judged.
Female Student 1: Yeah.
Female Student 3: And made fun of because you go to someone to talk to.
Female Student 1: When their friends are probably wishing they could go to someone
like that because they have to keep it bottled up inside.
Interviewer: Yeah, yeah, okay. So it’s a bit about not knowing about what other people
are actually thinking as well.
Female Student 2: Yeah, it might also be because they feel weak.
.Female Student 3: And feel like no one can help them. And like, there’s no way out of
it.” (Female Students)
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“Female Student: What would make it easier is that … I don’t know, because when I’m
just, I feel like if I had to go to one I’d just instantly think, yeah they’re going to think
I’m crazy…They’re going to put me in, because that’s what a lot of teenagers say and
think these days….Like all my mates say, yeah, I’m fucked in the head, I’m screwed, I
should be in a mental hospital but hey, they go, no one’s caught me yet so they’re not
gonna catch me for another while, for another few years, like.
Interviewer: Oh, okay, so you’d think that if you went to see somebody about that sort
of thing that that it would be…
Female Student: Yeah. I’ve always looked at mental health professionals as people just
out there who sort of get the drugs in you and push you off to the next line.
Interviewer: Yeah, yeah, yeah. Okay, what would make it easier? What would make
you change your mind, I suppose about that?
Female Student: I don’t know, maybe if I wasn’t raised in a household that hates
doctors?” (Female Student)
“Female Student 2: Like, with someone said, like you wouldn’t want to tell everyone. I
think telling your close friends, kind of thing, and as you all said, like you’d tell a friend
if you like had an issue. So I think like, tell your close friends but obviously don’t walk
into school like, yeah guys, got my appointment this afternoon, like tell everyone….
Female Student 1: I think the biggest problem is just like, being ashamed….I think just
support. You’ve got to take that first step, you know.
Female Student 2: Yeah. I think just support, like, having someone there for you and
reassurance.
Interviewer: Is there any way around that?
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Female Student 1: Like being sort of, if you do have a problem, being ashamed to tell
people and being ashamed to go and see someone about it kind of thing, you know.
Female Student 2: It’s hard to deal with.” (Female Students)

Ways of reducing stigma
“Male Student 2: Anyway, it’s more the stigma. Getting rid of the stigma around the
whole, it’s really hard because you can’t just get rid of the stigma through using Holy
Spirit, because it’s a whole world wide thing, but if you just were to teach children
about how mental health problems aren’t as bad as everyone makes it out to be, all this
stuff about how OCD people will just freak at you if you try and touch them, how
ADHD people will beat you up if you meet them, how like people with Asperger’s will
just be completely insensitive. Well not Asperger’s. ASD. Um…
Interviewer: So basically getting rid of the stigma. So what would help with that do you
think?
Female Student 1: I even think people coming in and talking about their past
experiences, would be a good option.
Male Student 2: Yeah.
Female Student 1: And seeing, even maybe just saying, you know, what happened if
they didn’t choose a counsellor or everything. Um, and what could have been the end
result of that et cetera. Even just a few people….
Female Student 3: Hm, maybe if they’re like, knew other people who went?
Female Student 4: Yeah, someone to go with.
Male Student 2: Go with a friend yeah.
Female Student 3: Yeah, maybe, like, go with someone or if a friend had been, and like
yeah, talk to them about it.
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Interviewer: Yeah, so get advice from a friend on how to handle it and know that that
person or that sort of thing, doing that sort of thing would be helpful because you know
someone who has?
Female Student 3: Yeah.” (Students)

Difficulties admitting/believing that there is something wrong with them and not
wanting parents to blame themselves
“Male Student: I just don’t think I’d want to go to a psychologist or a…
Female Student: Psychiatrist?
Male Student: Psychiatrist or anything like that. Just because I wouldn’t want it to be
blown out of proportion. As soon as you see a person it’s like, oh it’s nothing…”
(Students)
“Female Student 2: Yeah, it might also be because they feel weak.
Female Student 3: And feel like no one can help them. And like, there’s no way out of
it.
Female Student 2: And that they have to deal with it by themselves and that it’s just a
phase.
Interviewer: Yeah, yeah.
Female Student 3: And they think they’ll just grow out of it and it will be all better.”
(Female Students)
“Female Student 1: I think it’s just hard to get the courage up to ask your parents to take
you to a psychologist or a counsellor.
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Student Group: Yeah.
Female Student 1: Yeah, like having to build up your courage to even admit that you
think that you have something wrong with you.
Female Student 4: Because then your parents would ask questions and get you –
Female Student 3: And get worried.
Female Student 4: You if you don’t want to tell your parents, you only want to tell a
counsellor, then –
Female Student 2: Or you’re worried that maybe they won’t believe that you actually
have a problem. They might just think you’re just being ridiculous or something.
Female Student 3: Or if you do tell them and then they get really concerned, you don’t
want them thinking they didn’t raise you properly. That it was their fault, like you don’t
want them blaming themselves.
Interviewer: Yeah, yeah. So it’s sort of like you’re worried that they’d judge you but
also that they would judge themselves.
Female Student 4: And blame themselves, yeah.” (Female Students)
Being able to choose gender of counsellor
“Male Student 3: If you could choose your counsellor, because some, like counsellors,
look intimidating.
Female Student 1: Yeah.
Male Student 3: It’s mostly, and I know this is really stereotypical, but it’s usually kind
of an older guy or an older woman.
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Female Student 2: Yeah.
Male Student 3: And it’s obviously they’re psychologists because they’ve been around
so long and they understand it all.” (Students)
Young people’s perceptions of what it would be like to go to a mental health worker.
Theme 1: Knowledge of help seeking process.
“Uhh, no idea what would happen or what it would be like….I’ve never seen mental
health worker, or, I’ve only ever been to counsellors and that…I don’t like them. So,
yeah, if I had to go see a mental health professional…… No, you couldn’t make me
go.” (Female Alternative School Student)
“Male Student 1: You sit on the couch and you like….
Female Student 2: And they ask, how do you feel about that?
Male Student 1: Yeah. And you get all angry… I reckon it would be good though
because I like people like that. They’re really understanding and like, yeah.
Female Student 4: It would be good because that’s like they’re job, so you wouldn’t feel
like you were putting them out by telling them how you feel and all this stuff.
Interviewer: Yeah, yeah. Sort of as opposed to maybe someone in your life who you
feel like, maybe they wouldn’t know what to do with it or something.
Female Student 4: Yeah….Oh, yeah, like they are professional as well. And they know
how to deal with it….And you could just get everything off your chest.
Male Student 2: They would ask a lot of questions.” (Students)
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“I’d have a general idea. I imagine it would be somewhat similar to if you went and
saw a new dentist there’d probably be a little bit of paperwork, they’d probably work
out what was wrong, and then do whatever they need to do after that. So I think it would
be alright once you were there, it would be fine, but on the way going there I think I’d
be pretty nervous.” (Male Student)
“Female Student 2: Um, basically, they, um, they do, if it’s your first session they do all
the talking first and try and make you feel as comfortable as possible because they’re
not just going to just sit here and stare at you and expect you to blurt out all your
problems….But um, yeah they just try and make you feel as comfortable as possible and
they just give you lots of strategies on how to deal with all of your problems and yeah.
Female Student 1: It’s good because what you say there is confidential. So it makes you
feel safer and like, you can trust them.” (Female Students)

“Interviewer: Would you have any concerns about going to a mental health worker?
Female Student 1: If they told people…They’re not supposed to.
Female Student 2: They’re only allowed to if you have permission or if you feel like
you want to hurt yourself or someone else. Then they can get other people involved.
Female Student 1: Danger.
Female Student 3: They’re going to give you the help you need and support you. And
not just listen and not care.” (Female Students)
“Um, oh I think there’s like a stigma about going to a counsellor, especially like at our
school because you get these obnoxious little green slips, and everyone knows like once
they see them, that person’s going to the counsellor…Like so, I think there’s a stigma
around that especially.” (Female Student)
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Theme 2: Reasons going to a mental health professional would be useful.
“You’d probably try and get a scope on the situation. Like, how serious the problem is.
Like if you’re going to see about a friend, you’d probably want to see if it was like, life
threatening or how far they are through their illness I guess?” (Female Student)
“Male Student 2: Yeah, counsellors like that, as (student’s name) said, are there to make
you feel comfortable and support you, but a lot of teenagers don’t like going to
counsellors. I don’t know why, but a lot of my friends that do need counsellors just
don’t like them.
Interviewer: Oh okay. Yep, yep. But they haven’t said why or?
Male Student 2: No, just prefer the help of friends.” (Male Student)
“Female Student 2: It is also a good way, so um, when you are talking to a psychologist
or a psychiatrist or a therapist, whoever you want to, they know how to deal with those
traumatic, like if you’re talking to a friend that doesn’t know how to deal with those
things, they stress out as well and it puts a lot of pressure on them, rather than like, if
you’re talking to a mental health professional, they know how to deal with those things
so they don’t stress out about it because they know how to like approach situations.
Female Student 1: Sometimes –
Interviewer: yeah, yeah.
Female Student 1: Sometimes when you tell friends or family or people close to you,
they can’t relate as much as the counsellor.
Interviewer: Yep, yep. Maybe is that, do you think that they don’t understand it as much
or?
Female Student 1: Well –
Female Student 3: Maybe they haven’t been in that situation before?
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Female Student 1: Yeah, and they have their different views on it.
Female Student 3: And feelings and emotions.
Female Student 1: Yeah.
Female Student 2: And like, they are quite, sometimes, like are quite judgemental about
it, and um, see you in a different way, if that makes sense.
Interviewer: Yeah, yeah, okay.
Male Student 1: They can worry too much sometimes and then, if you get worse then
they can start blaming them self.” (Students)
Theme 3: Timing and consent issues.
“Female Student 3: I had, there was a suicide incident in my family and my mum really
wanted me to go to counsellor, but I didn’t really feel comfortable so she, um, sort of
started talking to me about it but I ended up going, but I didn’t really think, felt that I
really needed it. I just wanted to go about my life doing, trying to forget about it kind of
thing.
Female Student 1: Yeah, that’s the thing, you want to forget about it but they keep
bringing it back and you don’t want to see that person again and be reminded of the fact
that…
Male Student 2: It can be very difficult for people who… Like I’m assuming you’re a
third party in the suicide situation. Yeah, especially for that kind of situation where a lot
of the time they just want to forget that it happened and just move on with their life. But
counsellors can sometimes just keep on bringing it back and are trying to figure out
what’s wrong.
Female Student 1: yeah, that’s last week.
Male Student 2: And also, um, when it comes to just, when you have people who are
really mentally depressing, can’t move on, counsellors and psychologists really do well,
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especially a psychologist. But psychologists are expensive. There are a lot of free places
you can get psychologists but…
Interviewer: Yeah, so in terms of um, sorry, um, if the person can’t move on then it’s
helpful.
Male Student 2: It’s a good idea but if they’ve already moved on and you’re forcing
them to go a counsellor…
Interviewer: Yeah.
Female Student 1: Just leave it.
Male Student 2: You’re making them more depressed or just annoying them.
Female Student 3: Yeah, you just want to leave it, you don’t want to keep thinking
about it.
Female Student 1: It could make it worse.” (Students)
Theme 4: Stigma & emotions regarding seeing a mental health professional for
the first time.
“Female Student 1: Kind of nerve-wracking?...
Female Student 2: I think they’re scary. It would be good in the sense that they know
exactly what they’re talking about and how to help you…But it would probably just be
nerve-wracking because you wouldn’t know them and …
Interviewer: Yeah, so it’s a bit about it being a stranger?
Female Student 2: Yep.
Interviewer: And is it about being a mental health worker or just being a stranger?
Male Student 1: Stranger.
Female Student 2: Just a stranger.
Female Student 4: And I’d be scared they’d like…
Female Student 1: Judge you.” (Students)
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“Female Student 2: And you’d have to open yourself up to them which could be like
scary as well.
Male Student 1: Yeah, who wants to see in side you…
Interviewer: In general or in the having to open up?
Female Student 2: Well mainly because they’re a stranger you don’t know them and
yeah.
Male Student 2: Especially if you do have a mental health problem like anxiety or
something you don’t want to…
Unknown female student: admit it
Female Student 2: Yeah, you don’t want to talk to people about it.
Interviewer: Yeah, so that sort of stigma side of things. Yep, yep. And stigma? Or is it
not knowing how to talk about it? Is it both or just stigma?
Student Group: Both.” (Students)
“Female Student 3: It could be really uncomfortable at the start because they don’t
really know you, like…
Interviewer: So you would feel uncomfortable to start with.
Male Student 2: It could be confronting because they’re a perfect stranger and you’re
just going up to them and telling them your deepest problems.
Male Student 2: Or your deepest thoughts.
Male Student 1: That not many other people would know.
Male Student 2: Like it’s something you wouldn’t tell your mum. But you’d go and tell
some complete stranger.
Male Student 2: And I think that would be confronting.
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Interviewer: Well it most likely would be. You know, especially when you’re first
going there. Do you know what the process would be about how you would actually
interact with the counsellor in the session and stuff? Cause clearly you’re there to talk
about, initially at least, your problems. But any ideas on how that would work? Do you
know what it would be like?
Male Student 2: I think they’d try and get to know you first. Try and get you to open up
a bit. Find just about who you are and get to briefly know you to make you feel more
comfortable and at ease.” (Students)
“Female Student 2: I just picture some room where there’s all this positive stuff, like
smiley faces and dolphins and kittens stuck on the walls to like stimulate happiness and
there’s like little pot plants everywhere and a big fluffy couch. That sort of really
overdone that can be even kind of creepy. I’d just be like, argh there’s dolphins
everywhere, like…
Interviewer: Sort of like tell me all your problems, kind of thing.
Female Student 2: So, no judgement, it’s okay, like really overly like, let’s be positive
here.
Male Student 1: It’s a positive space. (sarcastically said)” (Students)
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